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cardiac patients 


may have THE FULL 

BENEFITS 

CORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all corticosteroids eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or ‘‘pecul- 
iar’’ side effects. Moreover, DECADRON 
has helped restore a ‘‘natural’’ sense of 
well-being. 


tAnalysis of clinical reports. 


*DECADRON is a trademark of Merck & Co., Inc. ©1958 Merck 
& Co., Inc. 


DEXAMETHASONE 


treats more patients 
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provides therapeutic sulfa levels for 24 hours... 


Highly soluble in acid and alkaline media... 


rapidly absorbed, producing fast, effective 


plasma-tissue concentrations sustained for the 
entire day. Simple, single 0.5 Gm. daily dose 
minimizes patient dosage confusion. At least 
equivalent to 4 to 6 Gms. daily of previous 


sulfonamides. Does not produce renal 
complications.’ 


with low incidence of sensitivity reactions... 
KYNEX is extremely low in toxic potential.” ° 


Cutaneous or other objective sensitivity 


reactions are rare, as demonstrated in a large 
scale evaluation of clinical toxicity.2 Also minor 
Subjective reactions are less likely to develop 


when the recommended dosage is used. 


Dosage: Adults, 0.5 Gm. (1 tablet) daily following an initial 


first-day dose of 1 Gm. (2 tablets). 
TABLETS, 0.5 Gm., Bottles of 24 and 100. 


also available—KYNEX Acetyl Pediatric Suspension, cherry- 
flavored, 250 mg. sulfamethoxypyridazine activity per tea- 


spoonful (5 cc.). Bottles of 4 and 16 fl. oz. 
1. Editorial, New England J. Med. 258:48, 1958. 


2. Vinnicombe, J.: Antibiotic Med & Clin. Ther. 5:474, 1958. 


3. Sheth, U. K., et al.: Ibid., p. 604, 1958. 


for improved control 


WHENEVER SULFAS ARE INDICATED 


Sulfamethoxypyridazine Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Now-All cold symptoms 
can be controlled 


Provides Triaminic for more complete 
and more effective relief from nasal and 
paranasal congestion because of systemic 
transport to all respiratory membranes— 
without drawbacks of topical therapy. 


Provides well-tolerated APAP (N-acetyl-p- 
aminophenol) for prompt and effective 
analgesic and antipyretic action to make 
the patient more comfortable. 


+ Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 1 


Provides Dormethan (brand of dextro- 
methorphan HBr) for non-narcotic anti- 
tussive action on the cough reflex center in 
the medulla—as effective as codeine but 
without codeine’s drawbacks. 


Provides terpin hydrate, classic expector- 
ant to thin inspissated mucus and help the 
patient clear the respiratory passages. 


Fabricant, N. N. 


Monthly 37:460 (July) 1958. Farmer, Clin Med. 5: 1958. 


Special “timed release” design 


first—the outer layer dis- 
solves within minutes to 
give 3 to 4 hours of relief 


then—the Inner core 
releases Its Ingredi- 
ents to sustain relief 
for 3 to 4 more hours 


also available for those patients who prefer 
liquid medication: Tussagesic suspension 


‘Tussage 


Each TUSSAGESIC tablet provides: 


(phenylpropanolamine HC] . . 25 mg. 
pheniramine maleate . . . 12.5 mg. 
pyrilamine maleate 12.5 mg.) 
Dormetiien 
(brand of dextromethorphan HBr) 30 mg. 
Terpin hydrate. . . . . . 180mg. 


APAP (N-acetyl-p-aminophenol) . . 325 mg. 
Dosage: One tablet in the morning, midafter- 


noon and in the evening, if needed. 


* timed-release 


CS IC tablets 


*Contains TRIAMINIC to Sp running noses &, be. and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company «¢ Lincoln, Nebraska ¢ Peterborough, Canada 
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in over three years of clinical use 


in over 600 clinical studies 
| 


FOR 
AND MUSCLE TENSION 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 


Wy, * WALLACE LABORATORIES, New Brunswick, N. J. 
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keep all patients’ pain-free at all times 


« with the proper potency to match pain intensity 


« with dosage flexibility to match pain variations 


Phena Nen 


r 


Phenaphen Codeine 


“except those for whom recourse to morphine is inescapable. 


Robins A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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Phenaphen and Phenaphen with Codeine provide 


a wide range of analgesia, plus complete dosage flexibility, 
to match varying pain requirements. 


Yours to prescribe: 


A 


The right dose of the right potency at the right time. 


Phenaphen 
Basic non-narcotic formula 


For mild to moderate pain 


Each capsule contains: 


Acetylsalicylic acid gr.)............-162.0 mg. 
Phenobarbital (1% 16.2 mg. 
Hyoscyamine sulfate.................-0.031 mg. 


Phenaphen No. 2 


Phenaphen with Codeine Phosphate % gr. (16.2 mg.) 


For moderate to severe pain 


Phenaphen No.3 


Phenaphen with Codeine Phosphate 12 gr. (32.4 ms.) 


For severe or stubborn pain 


Phenaphen No. 4 


Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 


For stubborn or intense pain—to obviate or post- 
pone use of morphine or addicting synthetic nar- 
cotics 


DOSAGE: One or two capsules as required. 
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UNIQUE VITAMIN SUPPLEMENT 


VIGRAN 


CHEWABLES 


SQUIBB MULTIPLE VITAMIN SOFT TABLETS 


fruit-punch flavored 
tablets that will 
actually 

“melt in the mouth” VIGRAN CHEWABLES faste 


like candy, but contain no 


can be chewed like candy ingredients harmful to teeth. 
Important, too, is that VIGRAN 


CHEWABLES dissolve easily 

p in the mouth and smell good. 
These advantages will also appeal 
to your elderly patients. And 
VIGRAN CHEWABLES 


can be crushed and sprinkled on provide at least 125°7 of the 
cereal or other food minimum daily requirements 
for vitamins A, D, B,. B., 
niacinamide and C, and 
significant amounts of other 


essential vitamins. 


Each VIGRAN CHEWABLE 


tablet contains: 


Vitamin A 5,000 U.S.P. units 

1,000 U.S.P. units 

Vitamin © 79 mg. 

Vitamin B, 3 mg. 

Vitamin B, 3 mg. 

Vitamin B, 2 mg. 

Niacinamide 25 mg. 

can be sucked and will dissolve like a lozenge 
itamin + meg. 


Available in Rx-size bottles of 30 and 90, 


Squibb Quality — 


the Priceless Ingredient 


can be easily swallowed (small tablet size) 'Vigran’® is a Squibb trademark 


oe 
q 
gion 
+h 
ae 
Be 
. . . . = 
can be dissolved in water, juice or mi 
> 
2 
: 
eit 


steroid 


CLINICALLY PREPROVED 


maximum 


steroid effectiveness in more patients 


highest 


anti-inflammatory activity per milligram 


lowest 


dosage of currently used steroids 


unexcelled 


freedom from significant diabetogenic effects 


widest 


range of steroid usefulness 
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today’s steroid... DERONIL 


dexamethasone 


in rheumatoid arthritis —“highly effective...in remarkably small daily 
milligram doses.””! 


The initial anti-inflammatory effect of DERONIL, the most active anti- 
rheumatic steroid on a weight basis synthesized to date,'+ is observed 
in most patients within 24 to 48 hours. Joint pain is relieved, swelling 
and stiffness diminish, and range of motion increases. The patient 
usually feels a sense of well-being and the appetite improves. The 
intensified anti-inflammatory activity helps assure successful initial 
therapy in rheumatoid arthritic cases and frequently restores relief to 
patients who have shown a diminution in response to previous steroids. 


TYPICAL RESULTS WITH DEXAMETHASONE THERAPY IN ARTHRITIS 
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Moderate 
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or Study 
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IMPROVEMENT WITH DERONIL IN A WIDE VARIETY OF 


ALLERGIC AND INFLAMMATORY SKIN DISEASES* 


clinically preproved in steroid-responsive diseases 


Disease No. of patients Improved Same Worse 
Seborrheic psoriasis 1 l | 
Neurodermatitis 5 5 | | 

| | 
Allergic dermatitis 5 5 | | 
Psoriasis 5 2 l | 2 | 
Lupus erythematosus, | | 
chronic discoid l l | | 
| 
Atopic dermatitis 3 3 | | 
Acne rosacea l l | | 
Nummular eczema 2 2 | | 
“id” reactions 2 2 | | 
Contact dermatitis 2 2 | | 
Pityriasis rosea, severe 1 l | 
Urticaria, chronic 1 l 
Totals 29 24 3 2 
THERAPY WITH DERONIL IN A VARIETY OF 
INFLAMMATORY EYE DISEASES* 
and bag Diagnosis Symptoms Results with DERONIL p 
A.B., 46, M. Postoperative Improved; treatment None 
uveitis | being continued reported* 
A.E., 53, M. Choroiditis | Severe choroidal Excellent; None* 
involvement marked improvement 
B.F., 60, F. Acute Marked visual loss and Marked improvement; None* 
choroiditis choroidal effect therapy being continued 
B.K., 29, F. Chronic Generalized No change despite None* 
uveitis involvement dosage increase 
H.K., 28, M. Acute Blurred vision Excellent; recovered None* 
iritis 
AP., 52, M. Uveitis and Vision loss to 20/80 Marked improvement; vision None* 
perivasculitis 20/30; treatment continued 
A.S., 34, M. Uveitis Excellent; patient recovered None* 


*Short-term therapy (AMA 12/30) 
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guide to the clinical use of new DERONIL 


dexamethasone 


DERONIL, new 9-alpha-fluoro-16-alpha-methyl derivative of prednisolone, 
has at least six times the anti-inflammatory activity, milligram for milligram, 
of other steroids in current use. Effective dosages are the lowest in steroid 
therapy. And the price of DERONIL to the patient is no higher than those 
prevailing for other steroids. 


STEROID DOSAGE EQUIVALENTS OF DERONIL 


ANTI-INFLAMMATORY ACTIVITY 


DERONIL 0.75 mg. 


METHYLPREDNISOLONE & TRIAMCINOLONE 4meg. 


PREDNISONE & PREDNISOLONE 5 mg. 


HYDROCORTISONE 20 mg. 


CORTISONE 25 mg. 


Comparative dosages of corticosteroids for equivalent anti-inflammatory activity 


Dosages pre-established in the vast majority 
of steroid-responsive diseases 


The comprehensive clinical studies conducted 
with DERONIL before introduction mean that 
initial and maintenance dosages are already 
established for the physician in practically all 
steroid-responsive diseases including rheumatoid 
arthritis, acute rheumatic fever, bursitis, bron- 
chial asthma, pulmonary emphysema and 
fibrosis, intractable hay fever (pollenosis), dis- 
seminated lupus erythematosus, allergic and 
inflammatory dermatoses and eye diseases and 
the adrenogenital syndrome. For complete infor- 
mation on dosage, precautions and contraindica- 
tions, consult Schering literature. 


Packaging 


DERONIL Tablets, 0.75 mg., scored, bottles of 
50 and S00. 


Bibliography 

(1) Boland, E. W., and Headley, N. E.: Preliminary 
clinical observations with a new series of synthetic 
corticosteroid compounds in patients with rheuma- 
toid arthritis, Paper presented at Annual Meet., Am. 
Rheumat. Assn., San Francisco, June 21, 1958. (2) 
Boland, E. W.: California Med. 88:417, 1958. (3) Bu- 
nim, J. J., and others: Arthritis and Rheumatism 
1:313, 1958. (4) Spies, T. D.; Stone, R. E., and Nie- 
dermeier, W.: South. M. J. 5/:1066, 1958. (S) Reports 
to Clinical Research Division, Schering Corporation. 


DERONIL — T.M. — brand of dexamethasone. 
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now—an ANTIBIOTIC TROCHE that 


The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of ¢odeine. 


Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 


The anesthetic-analgesic effect of benzocaine brings soothing relief to in. 
flamed tissues of mouth and throat. 


PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


Pentazets 


antitussive—antibiotic - anesthetic—analgesic troches 


Py MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. Inc., PHILADELPHIA 1, PA. 
Dosage: Three to 5 troches daily for 3 to 5 days. 
Supplied: In vials of 12. 
PENTAZETS is a trademark cf Merck & Co., Inc. . 
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PRONOUNCED TAY-O 


+ 


designed or : 


Capsules, Oral Suspension 


; 


L 2 $ 6 


} 


in the 
patient: 


95% effective in published cases'* 


ALL INFECTIONS 


Respiratory infections 

Pharyngitis and/or tonsillitis 

Pneumonia 

Infectious asthma 

Otitis media 

Other respiratory 
(bronchitis, bronchiolitis, 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) 


Skin and soft tissue infections 

Infected wounds, incisions and 
lacerations 

Abscesses 

Furunculosis 

Acne, pustular 

Pyoderma 

Other skin and soft tissue 
(infected burns, cellulitis, 
impetigo, ulcers, others) 


~ | 


Genitourinary infections 
Acute pyelitis and cystitis 
Urethritis with gonorrhea or cystitis 
Pyelonephritis 
Salpingitis 
Pelvic inflammation with endometriosis 


ww, 


Miscellaneous 
(adenitis, enteritis, enterocolitis, 
subacute bacterial endocarditis, fever, 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 
arthritis, acute bursitis, periarthritis) 
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laboratory: 


over 90% effective 
against resistant staph 


COMPARATIVE TESTS BY THREE METHODS 
(DISC, TUBE DILUTION, CYLINDER PLATE) 
ON 130 STAPHYLOCOCCI? 


21.2% 


590.0% 
97.7% 


97.7% 
90.4% 
100.0% 


87.1% 
95.5% 
93.4% 
100.0% 


antibiotic A 2-10 units tao 2-15 mcg. 
BB antiticticB 5-30 mcg. antibiotic D 2-15 mcg. 
C) antitiotic C 5-30 mcg. Antibiotic E 5-30 mcg. 


Percentage of organisms inhibited by the range of 
concentrations listed for each antibiotic. 


Other Tao advantages: 


Rapidly absorbed —stable in gastric acid,? TAO 
needs no retarding protective coating 

Low in toxicity — freedom from side effects in 96% 
of patients treated; cessation of therapy 
is rarely required 

Highly palatable — “practically tasteless”’ active 
ingredient in a pleasant cherry-flavored 
medium. 


Dosage and Administration: Dosage varies accord- 
ing to the severity of the infection. For adults, the 
average dose is 250 mg. q.i.d.; to 500 mg. q.i.d. in 
more severe infections. For children 8 months to 
8 years, a daily dose of approximately 30 mg./ Kg. 
body weight in divided doses has been found effec- 
tive. Since TAO is therapeutically stable in gastric 
— it may be administered without regard to 
meals. 


Supplied: TAO Capsules—250 mg. and 125 mg., 

bottles of 60. TAO for Oral Suspension—1.5 Gm., 

125 mg. per teaspoonful (5 cc.) when reconsti- 

pate unusually palatable cherry flavor; 2 oz. 
tle. 


References: 1. Koch, R., and Asay, L. D.: J. Pediat., 
in press. 2. Leming, B. H., Jr., et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 3. Mellman, et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 4. Olansky, S., and McCormick, G. E., 
Jr.: Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 5. Shubin, H., 
et al.: Antibiotics Annual 1957-1958, New York, N. Y., 
Medical Encyclopedia, Inc., 1958, p. 679. 6. Isenberg, 
H., and Karelitz, S.: Paper presented at the Symposium 
on Antibiotics, Washington, D. C., Oct. 15-17, 1958. 
7. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy 
5:527 (Aug.) 1958. 8. Kaplan, M. A., and Goldin, M.: 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 9. Truant, J. P.: 
Paper presented at the Symposium on Antibictics, 
Washington, D. C., Oct. 15-17, 1958. 


Tao dosage forms — 
for specific clinical situations 


Tao Pediatric Drops 
For children — flavorful, easy to administer. 


Supplied: When reconstituted, 100 mg. per cc. 
Special calibrated droppers—5 drops (approx. 
25 mg.) and 10 drops (approx. 50 mg.). 

10 cc. bottle. 


Tao-AC (Tao analgesic, antihistaminic compound) 


To eradicate pain and physical discomfort in 
respiratory disorders. 


Supplied: In bottles of 36 capsules. 


Taomio* (Tao with triple sulfas) 


For dual control of Gram-positive and Gram-nega- 
tive infections. 


Supplied: Tablets, bottles of 60. Oral Suspension, 
botties of 60 cc. 

intramuscular or Intravenous 

For direct action—in clinical emergencies. 
Supplied: In 10 cc. vials. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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n the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg-.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Geigy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 
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prednisone-phenylbutazone, Geigy 


* 
Geigy Ardsley, New York 
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TORTICOLLIS 


JRSITIS and 
ANXIETY STATES 


MUSCLE RELAXANT 
and TRANQUILIZER 


Unrelated chemically to any other therapeutic agent in 
current use. Better tolerated and safer than older drugs. 


< 


the first true 


TRANOUILAXANT* 


MUSCLE RELAXANT 
and TRANQUILIZER 


tran-qui-lax-ant (tran’ky 


Clinical Comments 


“We have just “Chlormethazanone “The effect of this “In 120 patients 

started using it [Trancopal] not only __ preparation in these with anxiety or tension 
| [Trancopal] for relieved painful muscle cases [skeletal muscle __ states, 114 received 

relaxing spastic spasm, but allowed the — spasm] was excellent satisfactory control of 

musculature and patients to resume and prompt .. .”8 their condition. Severe 

are very much their normal activities Mullin and Epifano, Long dysmenorrhea and 

encouraged.” with no interference Island College Hospital premenstrual tension 

Baker, University of in performance of in 65 patients refractory 

Minnesota Medical either manual or to the usual medications 

intellectual tasks.”? were relieved 

Lichtman, New York satisfactorily 


Polyclinic Medical School in 56.’4 


and Hospital 
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1% Effective in Musculoskeletal Disorders 


Indications 


Indications 


Q% Effective in Psychogenic Disorders 


Degree of Effectiveness' 


The results of clinical studies of over 4092 patients 
by 105 physicians demonstrate that Trancopal often is 
effective when other drugs have failed. From these 
studies it is clear that Trancopal probably can provide 
more help for a greater number of tense, spastic, 
and/or emotionally upset patients than any other 
pharmaceutical agent in current use. 


Dosage: 


Usual adult dose, 1 Caplet 


tExcellent, good and fair 


(100 mg.) three or four times 
daily. Children (from 5 to 12 


years), % Caplet (50 mg.) 
three or four times daily. 
Supplied: 

Trancopal Caplets® (peach 


colored, scored) 100 mg., 
bottles of 100 and 1000. 
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than with zoxazolamine, metho- USCUTOSKE!e | 

Neck pain (torticollis, etc.) Dysmenorrhea 
Bursitis Premenstrual! tension 
Rheumatoid arthritis Asthma 
Osteoarthritis 

Disk syndrome 


es unaffected by therapeutic 


dosage. No effects on hemato- Joint disorders (ankle sprain, urologic 
poietic system or liver and kid- tennis elbow, etc.) Muscle spasm (in paralysis 


Myositis agitans, muitiple sclerosis, 


INCIDENCE OF SIDE 
Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe, or EFFECTS WITH TRANCOPAL — 
up to thirteen times tess toxic. The measure of IN 4262 PATIENTS. 


1. Beker, A. B.: Drugs to relieve increased tonus, 

spasticity, and rigidity of muscles, Modern Med. 4 

26: 140, Aprii 15, 1958 * 2. Lichtmen, A. L.: 

New develooments in muscle relexart therapy, e 


3. Mullin, W. G., end Epifeno, Leonard: To 

be published. + 4, Lichtman, A. L.: To be pub- 

fished. + 5. Cooperetive Study, Department of 
Medica! Research, Winthrop Laboratories. 


Trancopat (brand of chiormethazanone) and Caplets, trademarks reg. U.S. Pat. Ott. Printed in U.S.A: (4067) 


$00 mg., botties of 100 ond 1000 
safety was the In mice/usual human dose. 
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Of course, women like “Premarin”: 


spiel for the menopause syn- 
drome should relieve not only the 
psychic instability attendant the con- 
dition, but the vasomotor instability 
of estrogen decline as well. Though 
they would have a hard time explain- 
ing it in such medical terms, this is 
the reason women like “Premarin.” 
The patient isn’t alone in her de- 


votion to this natural estrogen. Doc- 
tors, husbands, and family all like 
what it does for the patient, the wife, 
and the homemaker. 

When, because of the menopause, 
the psyche needs nursing—‘‘Premarin” 
nurses. When hot flushes need sup- 
pressing, “Premarin” suppresses. In 
short, when you want to treat the 


whole menopause, (and how else is 
it to be treated?), let your choice be 
“Premarin,” a complete natural es- 
trogen complex. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. ¢ Montreal, Canada 
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Improve appetite and energy 
with ample amounts of vitamins —B,, Bg, Bio. 


strengthen bodies with needed protein 
Through the action of I-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 
with iron in the well-tolerated form of 
ferric pyrophosphate. 


= 


Average dosage is 1 teaspoonful! daily. Available in bottles of 4 and 16 fi. oz. 
de 1C1lOUS Each teaspoonful (5 cc.) contains: 


I-Lysine HCI “eevee 300 mq. 


Thiamine HCI 


no unpleasant EEE 


Ferric Pyrophosphate ‘Soluble) 


Iron tas Ferric Pyrophosphnate) 
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Lysine-Vitamins 
Vitan n ryStaliine “ese ee 25 mcam. 
Pyridoxine HCI (B, ’ eee eee 5 mad. 
x T ivi f AMERICAN CYANAMID COMPANY, Pearl R New York | 
Soe LEDERLE LABORATORIES, a Divisiono , Pearl River, Ne or 
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THE HOUSE-CALL ANTIBIOTIC 


Wide range of action is reassuring when culture and sensitivity tests 
are impractical. 


Effectiveness demonstrated in more than 6,000,000 patients since 
original product introduction (1956). 


COSA-SIGNEMYCIN 


glucosamine-potentiated tetracycline capsules = oral suspension € pediatric drops 


with triacetyloleandomycin 
125 mg. raspberry flavored, raspberry flavored, 
250 mg. 2 oz. bottle, 125 mg. 10 cc. bottle (with 
per teaspoonful (5 cc.) calibrated dropper), 
5 mg. per drop (100 mg. 
per cc.) 


REFERENCES: 


More than 90 clinical references attest to the superiority and 
effectiveness of Cosa-Signemycin (Signemycin). Professional 
information booklet available on request. 


j 
if 
| 
| 
| 
: 
| 
| 
4 
| 
| 
| 
: 
| 
| 
| 
| 
= 
: Nery 
i 
( 
| 
| 
ty 
| 
vm 
| 
: 
a4 
| | . ‘ 
on | 
, 
| 
| 
: 
| 
| 
4 
| 


= 
=) 
© 
= 
< 
= 
= 
< 
~ 
— 


MARCH, 1959 


S 


R LABORATORIE 


PFIZE 


A 
ae 
be 
4 
7 
i 
‘ 
‘ ‘ ‘ 4 
3 i 
‘ 
a 
4 
5 
i = 
2 
rot. \ 
‘ 


DELAWARE STATE MEDICAL JOURNAL 


\ 
1) 


To the relief of musculoskeletal pain, 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol.** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 

bursitis, low back pain, neuralgia, synovitis, 

fibromyositis, osteoarthritis, low back sprain, 

traumatic wrist, sciatica, and “tennis elbow.” 

Dosage: The recommended dosage is 1 tablet 

q.i.d. The usual cautions and contraindications 

of corticotherapy should be observed. 

Supplied: In bottles of 100 and 500. 

Formula: Each Medaprin tablet contains 

e 300 mg. acetylsalicylic acid, for prompt 
relief of pain 

© 1 mg. Medrol, to suppress the causative 
inflammation 


@ 200 mg. calcium carbonate, as buffer 


* ** 
TRADEMAR* TRADEMARK, REG. U.S, PAT. OFF.—METHYLPREONISOLONE, UPJOHN 
TRATIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS 


Upjohn | 
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Relieve moderate or severe pain 
Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


‘TABLOID’ 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


ymbols 


PROVEN 
PAIN 
RELIEF 


AS 
gate 

$5 

| 
4 
: 
4 
: 

: 

: 

ote 


5. 


Cedeine Phos 
Phenobarbital . 

Acetophenetidin ........ 
Aspirin ( Acetylsalicylic Acid) 


Phenobarbital ...... 
Acetophenetidin ..... 
Aspirin ( Acetylsalicylic Acid) . . 


... from pain of muscle and joint origin, simple headache, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin ............+..- gr2% 
Aspirin ( Acetylsalicylic Acid)... 


...from mild pain complicated by tension and restlessness. 


® 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


“Subject to Federal Narcotic Regulations 
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If one...or all... needs nutritional support. . . 


deserve 


Vitamin-Mineral Supplement Lederie 


AL capsules—14 VITAMINS AND 11 MINERALS 


For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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IN OFFICE SURGERY 


ELECTIVE AND TRAUMATIC 


use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 


SWAB SPRAY INFILTRATION NERVE BLOCK 


Xylocaine HC] solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 cc. and 50 cc. vials; 0.5%, 
1% and 2% without epinephrine and with epinephrine 1 :100,000; also 
in 2 cc. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE’ Hci SOLUTION 


(brand of lidocaine’) 


Astra Pharmaceutical Products, inc., Worcester 6, Mass., U.S.A. 


441 498 
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A workhorse 
“mycin” 

for 

common 

infections 
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respiratory infections 


prompt, 
high biood levels 


consistently 
reliable 
and reproducible 


biood levels 


minimal 


adverse reactions 


With well-tolerated CYCLAMYCIN, you will find 
it possible to control many common infections 
rapidly and to do so with remarkable freedom 
from untoward reactions. CYCLAMYCIN is in- 
dicated in numerous bacterial invasions of the 
respiratory system—lobar pneumonia, bron- 
chopneumonia, tracheitis, bronchitis, and other 
acute infections. It has been proved effective 
against a wide range of organisms, such as 
pneumococci, H. influenzae, streptococci, and 
many strains of staphylococci, including some 
resistant to other “mycins.” Supplied as Cap- 
sules, 125 and 250 mg,., vials of 36; Oral 
Suspension, 125 mg. per 5-cc. teaspoonful, 
bottles of 2 fl. oz. 


CYCLAMYCIN- 


Triacetyloileandomycin, Wyeth 


Conforms to Code for Advertis 


Philadelphia 1, Pa. 
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Story Kent 


How Lorillard research produced 
a cigarette with less tars and nicotine 
than any other leading filter brand 


A major research foun- 
dation, under Lorillard 
sponsorship, determined 
that the average puff of 
cigarette smoke con- 
tained over 12 billion 
semi-solid particles. Fur- 
ther research revealed 
that inhaled smoke from 
ordinary cigarettes has a 
predominant proportion 
of particles, from 0.1 to 
1 micron in diameter, 


KENT 2 


CIGARETTES 


smoke. This is the 
““MICRONITE” Filter. 


The Kent filter is com- 
posed of pure cellulose 
acetate, which is common 
to the filters used in all 
leading brands. However, 
the physical construction 
of the Kent filter is the 
exclusive development of 
Lorillard research, and 1s 
different from and supe- 


average 0.6 micron. 

Ordinary filter fbers are so large that 
they create spaces through which the 
small semi-solid smoke particle can easily 
pass. However, in the superior Kent 
hlter, the fibers are mechanically manip- 
ulated in such a manner as to create 
extremely tortuous passageways for the 


rior to all the rest. 


Thus, Lorillard research created a hlter 
of ideal purity, with extraordinary ability 
to eliminate smoke particles...and at the 
same time, a cigarette of such fine taste 
that during the past twelve months more 
smokers changed to Kent than to any 


other cigarette in America. 


Of all leading filter cigarettes 


ENT FILTERS BES 


You get less tars and nicotine in the smoke of Kent 


than in any other leading filter cigarette in America 


P. Lorillard Company, Research Department 
200 East 42nd St., N.Y. 17, N.Y. 


If you would like for your own use the 
boox/et, *‘The Story of Kent,"’ write to: 
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enables your patient to escape 


peptic ulcer symptoms 


Relief from gastric hypermotility and hypersecretion by 
PRANTAL aids physiological healing of the ulcer. With his 
freedom from pain and other distressing ulcer symptoms, 
your patient feels secure in his personal relationships, rela- 
tively certain of freedom from exacerbations. 


Rx the form that’s best for him 


for adjusting dosage—PRANTAL Tablets, 100 mg. 


for prolonged relief —PRANTAL REPETABS, 100 mg. 


with sedation—PRANTAL with Phenobarbital Tablets, 
100 mg. with 16 mg. phenobarbital. 


PrRANTAL® Methylsulfate, brand of diphemanil methylsulfate 


REPETABS 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


PL.J-229 
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QUALITY wTreGarry 


ILOSONE™ assures a decisive response 
in common bacterial infections 


Parenteral potency —The graph 
above shows that Ilosone provides anti- 
bacterial serum levels comparable to 
those obtained with intramuscular anti- 
biotic administration. 


Parenteral certainty —In more than 
a thousand determinations, in hundreds 
of patients studied, Ilosone has never 
failed to provide significant antibac- 
terial levels in the serum. 

The usual dosage for adults and chil- 


liosone™ (propiony! erythromycin ester, Lilly) 


Et!i LILLY AND COMPANY 


INDIANAPOLIS 6, 


dren over fifty pounds is 250 mg. every 
six hours, but doses of 500 mg. or more 
may be administered safely every six 
hours in more severe infections. For 
optimum effect, administer on an empty 
stomach. Supplied in Pulvules of 250 
mg. (For children under fifty pounds, 
a 125-mg. Pulvule is also available.) 


1. Antibiotic Med. & Clin. Therapy, 5 :609, 1958. 


2. Data from Antibiotics Annual, p. 269, 1954- 
1955. 


U. S. A. 
932546 


INDIANA, 
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HISTOPLASMOSIS TREATED WITH AMPHOTERICIN B* 


A CASE REPORT 


C. Davis BELCHER, M.D.** and Leonarp P. Lanc, M.D.*** 


Histoplasmosis is a worldwide disease 
caused by the fungus Histoplasma capsula- 
tum which is found in the soil as a sapro- 
phyte. Disease in man and animals is in- 
itiated by the inhalation of dust containing 
the spores of this fungus.' Transmission of 
the disease from human to human or from 
animal to human has not been reported.’ 


More than one-half of the reported cases 
have occurred in the United States in the 
areas bordering the tributaries of the Mis- 
souri, Mississippi, and Ohio Rivers. There 
are other known foci in Texas, Minnesota, 
Pennsylvania, New York, and Maryland. A 
prevalence map of histoplasmin sensitivity’ 
reports a figure of 40 per cent for Delaware. 
No known epidemics of the disease have 
been reported from Delaware but several 
have been described in neighboring Mary- 
land.*’*' In a state wide x-ray survey con- 
ducted in Delaware in 1953 many instances 
of bilateral pulmonary calcification were 
found in individuals who were asympto- 
matic at the time, and whose past history 
was not suggestive of miliary tuberculosis. 
Unfortunately further follow up is not yet 
available, but it seems likely that many of 
these represented infection with _histo- 
plasma capsulatum. Most of these partic- 
ular x-rays had been made in the southern 
part of this state. 


The recognized spectrum of histoplasmo- 
sis ranges from the fatal cases first reported 
by Darling in 1906'* to the asymptomatic 


* From the Surgical Service, Veterans Hospital, Wilmington. 
“* Assistant Chief, Surgical Service. 
“* Consultant in Thoracic Diseases. 


individual with pulmonary calcification 
and a negative tuberculin test.*'’ Clin- 
ically and pathologically this disease bears 
a striking resemblance to tuberculosis. The 
fungus when inhaled produces granuloma- 
tous lesions in the lungs and reticulo-endo- 
thelial system which cannot be distin- 
guished from tuberculosis except by recov- 
ery of the organism by culture or identi- 
fication by special staining techniques. An 
adequate classification of the forms of his- 
toplasmosis has been given by Christie.’ 
This includes (1) progressive disseminated 
histoplasmosis which has been uniformly 
fatal; (2) symptomatic benign disease with 
the production of pulmonary lesions, ulcera- 
tions of the oropharynx, adenopathy, and 
splenomegaly—with eventual recovery; (3) 
benign or nonprogressive histoplasmosis, 
frequently only manifested by pulmonary 
calcification and a_ positive histoplasmin 
skin test; and (4) a form without any clin- 
ical or roentgenographic manifestations but 
with skin sensitivity to histoplasmin. 


As stated above, a positive diagnosis of 
histoplasmosis requires the isolation of the 
organism, or its identification in tissues by 
special staining techniques. A presumptive 
diagnosis can be made however, in indi- 
viduals showing appropriate clinical and 
radiologic findings, who also have a nega- 
tive tuberculin skin test, and positive skin 
and serologic tests for histoplasma capsula- 
tum. A positive tuberculin test does not ex- 
clude histoplasmosis. The two diseases may 
coexist. In the presence of positive tuber- 
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culin and histoplasmin tests one must 
search for both organisms. Histoplasmin 
skin tests have a high degree of specificity 
and much the same significance as a posi- 
tive tuberculin test.” In one reported series 
there were 96 positive reactors to histo- 
plasmin out of 99 patients tested.'’ In re- 
cent years serologic tests have aided in 
establishing a diagnosis.''''*'* In general 
these are of two types, (1) complement- 
fixation tests employing as an antigen either 
a yeast phase of the organism or histo- 
plasmin and, (2) a collodion agglutination 
test. A titre of 1:16 is considered significant 
by the Mycology Laboratory of the Walter 
Reed Army Hospital, where the serologic 
studies were performed on the case dis- 
cussed in this report. The production of 
these antibodies is an acute phase reaction 
and may disappear in a few weeks or 
months.’ 


Treatment has largely been of no avail 
up to the present time. Many chemothera- 
peutic agents, antimicrobials and antisera 


have been used without success. Surgical 
intervention for localized and cavitary pul- 
monary lesions has been attended by reas- 
onable success. Recently a new antibiotic 
agent, Amphotericin B, has been made 
available and has shown some promise in 
the treatment of deep mycotic infections.'’ 


CasE HISTORY 


This patient is a 42-year-old white male 
carpenter who resided at Port Penn, Del- 
aware. He became acutely ill in December 
1957 with what appeared to be a severe 
respiratory infection which failed to im- 
prove with treatment. A chest x-ray made 
at that time showed a large infiltrate in the 
left upper lung field (Fig. 1). He was 
treated elsewhere for 17 days with various 
antibiotics in the belief that he had pneu- 
monia. A bronchoscopic examination at 
that time revealed no abnormalities. He 
improved slightly at the time of discharge, 
but relapsed in two weeks. He was then 
referred to a consultant who continued 
treatment with antibiotics but without im- 
provement. A chest x-ray at that time 
showed marked resolution of the original 
lesion, and the appearance of a fresh in- 
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FIGURE 1 
X-ray of chest, December 27, 1957. 


filtrate in an adjacent area. In March 1958 
he had a brief hemoptysis, but again no 
abnormalities were noted by bronchoscopic 
examination. It was reported that acid fast 
and Papanicolau smears were both negative. 


He was first seen by one of us (L.P.L.) 
in April, 1958, because of his failure to 
secure a diagnosis. Since it was impossible 
to rule out neoplasm, and two _ broncho- 
scopic examinations had been negative, he 
was admitted to the surgical service of one 
of us (C.D.B.) for evaluation for explora- 
tory thoracotomy. 


On admission he complained of a severe 
chronic cough’ productive variable 
amounts of sputum, poor appetite with a 
weight loss of twenty-five pounds since No- 
vember 1957, drenching night sweats and 
considerable pain in the left hemithorax. 
He had smoked one pack of cigarettes 
daily for many years. 


Examination revealed a tense, anxious, 
chronically ill and malnourished 42-year- 
old white male. There was slight limitation 
of expansion over the left upper thorax, 
without alteration of tactile fremitus or 
breath sounds, and no rales were heard. 
The liver edge was just palpable and there 
were enlarged lymph nodes in both axillae. 
His temperature and pulse were normal on 
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admission but subsequently became ele- 
vated with spikes to 101° and 102° F. A 
chest x-ray at this time (Fig. 2) revealed 
cavitation in the previously involved area. 


FIGURE 2 
X-ray of chest, April 30, 1958. 


Numerous examinations, including biopsy 
of axillary and scalene lymph nodes and 
liver, blood cultures, repeated broncho- 
scopic examinations and _ bronchograms, 
failed to reveal an etiological agent. Re- 
peated direct smears and cultures for acid 
fast bacilli were negative. Papanicolau 
smears for tumor cells were again negative. 
Blood count showed a WBC of 8,000 with 
a normal differential count, a hemoglobin 
of 10 grams with a 33 per cent hematocrit. 
The total proteins were 7.0 grams per 100 
cc. with 1.8 gms. of albumin and 5.2 grams 
of globulin. Plasma electrophoresis failed 
to show any abnormal proteins. A corrected 
sedimentation rate was 30 mm. in one hour. 


Although the patient was admitted to 
the hospital with a presumptive diagnosis 
of pulmonary neoplasm, the shifting nature 
of the pulmonary infiltrate, the continued 
temperature elevation in spite of antibiotics, 
the hyperglobulinemia and the appearance 
of cavitation all pointed to a disease with 
probable involvement of the reticuloendo- 
thelial system as well as the lungs. Pul- 
monary fungus infection, unresolved pneu- 
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monia, tuberculosis, disseminated lupus 
erythematosis and multiple myeloma were 
all suggested at our Chest Conference. 


Skin testing for tuberculosis and fungus 
diseases was carried out with a resulting 
weakly positive PPD +2 and a 3 plus re- 
action to histoplasmin. Accordingly blood 
was sent to the Walter Reed Army Hospital 
for complement-fixation testing. Tests for 
blastomycosis and coccidiodomycosis were 
negative. A titre of 1:16 was secured using 
histoplasmin as an antigen with negative 
results when a yeast phase antigen was 
used. A collodion agglutination test was 
likewise negative. A sternal bone marrow 
was examined and at one time intracellular 
histoplasma capsulatum was thought to be 
seen, but this could not be confirmed. 
Fungi were grown from sputa and broncho- 
scopic washings which were identified as 
non-pathogenic at Walter Reed Army Hos- 
pital. 


During the time occupied in performing 
these various studies the patient’s condi- 
tion continued to deteriorate. He _ lost 
weight, developed clubbing of his fingers 
and continued to have daily temperature 
elevations. Since a presumptive diagnosis 
of histoplasmosis could now be made it was 
decided to treat the patient with Ampho- 
tericin B (marketed as Fungizone — 
Squibb), a newly developed antibiotic 
which seemed to have a good antifungal 
effect. The possibility of thoracotomy was 
still considered to remove the cavitary 
lesion if his condition could be improved. 
Penicillin and streptomycin were also em- 
ployed for the same reason. A chest x-ray 
at the beginning of treatment is shown in 
Fig. 3. 


Since Amphotericin B is poorly absorbed 
from the intestinal tract and results are 
erratic, it was elected to treat this patient 
by the intravenous route. The recom- 
mended dosage is 1.0 mgm. per kg. of body 
weight, but this dosage is frequently not 
tolerated and reactions are common. The 
drug should be freshly prepared and given 
slowly in a dilute solution. This patient 
weighed 62 kg. at the start of treatment 
and an initial dose of 0.25 mgm. per kg. 
was employed with a total dosage of 16 
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FIGURE 3 
X-ray of chest, June 27, 1958. 


mgm. diluted in 1,000 cc. of 5% dextrose 
in water. There was no reaction to this 
first dose, but an increase to 34 mgm. on 
the second day was accompanied by ting- 
ling of the face and when the dosage 
reached 60 mgm. on the fourth day, a chill 
followed. Reactions could be controlled 
with acetylsalicylic acid and Tripelenna- 
mine to a certain degree, but the dosage 
bad to be decreased and finally was stabil- 
ized at 30 mgm. per day. His response to 
treatment was dramatic with amelioration 
of all of the clinical symptoms. Streptomy- 
cin and penicillin were discontinued before 
any change occurred in the chest x-ray. 
Treatment was carried out for three months 
at the dosage level described above with 
continual clinical improvement, including 
restoration of appetite, marked gain in 
weight, disappearance of the clubbed fingers 
and clearing of the pulmonary infiltrates. 
At the end of three months urticaria de- 
veloped and persisted in spite of treatment. 
It became necessary to omit some treat- 
ments and finally at the end of four months 
they were discontinued entirely. In Fig. 4 
the x-ray appearance ten weeks after treat- 
ment was discontinued is shown. Shortly 
before discharge the histoplasmin skin test 
was still three plus but the histoplasmin 
complement-fixation test had reverted to 
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FIGURE 4 
X-ray of chest, December 3, 1958. 


negative. His total protein was now 6.6 gms. 
per 100 cc. with an albumin of 4.1 and a 
globulin of 2.5. 

At the present time, three months follow- 
ing conclusion of treatment, he has re- 
turned to work as a carpenter and is 
asymptomatic. 


SUMMARY 


A case of histoplasmosis is reported with 
excellent short term results from treatment 
with Amphotericin B. Diagnosis was based 
on a compatible clinical syndrome of a dis- 
ease involving the lung and reticuloendo- 
thelial system, with appropriately positive 
skin and complement-fixation tests for his- 
toplasmosis. 
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ABDOMINAL PAIN: MEDICAL OR SURGICAL?* 


PRESIDENT BAKER: Gentlemen, it pleases 
me this morning to introduce to you Dr. 
Otto Pollak, pathologist for the Kent and 
Sussex Hospitals, Dover, Milford, and 
Lewes; Dr. James R. McNinch, one of our 
surgeons from Dover; Dr. Alfred Bacon, 
internist from Wilmington; and Dr. John 
Forest, pediatrician from Dover. They will 
talk this morning about “Abdominal Pain: 
Medical or Surgical?” Dr. Pollak will act 
as Moderator for the panel, and I will now 
turn the session over to him. 


MopeErRATOR Po.LLAK: Thank you, Dr. 
Baker. 


Ladies and gentlemen, as you see, among 
the panelists we have a medical man, a 
surgeon, and a pediatrician. I regret that 
we do not have an obstetrician and other 
specialists. The subject is broad and we 
could talk about abdominal pain endlessly. 


As a pathologist, one of the biggest 
puzzles is the normal appendix case which 
comes in with the remark “mesenteric 
adenitis’” or sometimes “ruptured ovarian 
follicle.” I would like to start the panel 
with a question to our pediatrician about 
this mesenteric adenitis because it is 
usually a pediatric problem. 


Of course, to talk about pain is a great 
over-simplification. It covers many different 
types of pain, and I hope that we will learn 
a little more about it. 


We do not want to give lectures, but we 
want to have a discussion. I also want 
audience participation; I want you to ask 
questions and provide some of the answers, 
too, because certainly we do not know 
all the answers. 


Now, John, what do you think about 
mesenteric adenitis? 


Dr. Forest: I think mesenteric adenitis 
is a nebulous diagnosis. I am not sure how 


* Panel discussion at 169th Annual Session of the Medical 
Society of Delaware: Du Pont Country Club, Wilmington, 
Delaware; Thursday, October 2, 1958. 


anyone ever makes it. Certainly, appendi- 
citis mimics it or they mimic one another 
to such a degree that no one knows the 
exact etiology until the abdomen is opened 
and the appendix is revealed as perfectly 
normal. Of course, the clue should be a 
respiratory or infectious process prior to the 
onset of abdominal pain. The history is 
identical with that of an appendix and may 
be even a more clear-cut picture than many 
appendices which I am sure Dr. McNinch 
has removed and found to be red and acute. 


The physical findings can be exactly the 
same as an acute abdomen. The blood count 
may or may not be elevated. Frankly, I do 
not know how one could make the diag- 
nosis. I would like to hear from Dr. Mc- 
Ninch. 


MopERATOR PoOLLAK: Dr. McNinch, did 
you ever make the diagnosis before opera- 
tion? 


Dr. McNINCH: Once in a while we are 
suspicious, but if I make a diagnosis of a 
case of mesenteric adenitis it ceases to be a 
surgical problem. I believe it is safer to 
remove the appendix in the questionable 
case than to let it progress to unquestion- 
able appendicitis. One must remember, too, 
that if a child, adult or anyone has a sore 
throat he is allowed to get more than one 
disease at a time, and a sore throat with a 
tender abdomen can mean that he has both 
conditions. 


But I have never made a diagnosis of 
mesenteric adenitis and proceeded to oper- 
ate. If I do not feel it is appendicitis, I do 
not operate. I was taught that if you make 
a diagnosis of appendicitis you made a 
McBurney incision, and if you weren’t 
sure of your diagnosis you didn’t operate 
for appendicitis, and I still feel that way. 
If the surgeon feels that it is adenitis, he 
should wait and let it become more clear. 
Whereas, if there is any question, he should 
go ahead and remove the appendix. 
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MopeERATOR would like to hear 
from the medical man, Dr. Bacon. Do you 
think a history is of any help in differentia- 
tion in this case? 


Dr. Bacon: I think in the adult as op- 
posed to the pediatric patient we run into 
the non-medical and non-surgical diseases; 
the functional diseases of the gastrointes- 
tinal tract and social or economic diseases, 
where the pediatrician has adenitis to con- 
tend with. Those who see the adult usually 
have colitis to consider as part of the dif- 
ferentiation. Many such _ patients are 
opened for appendicitis. In general, patients 
with an established diagnosis of colitis of 
one form or another have about a 5 per cent 
higher incidence of appendectomy than the 
population in general. So we know that 
some of these patients are mistakenly con- 
sidered to have appendicitis when what 
they have is a manifestation of gastroin- 
testinal disease. 


History is a big order. One should have 
a complete history before he establishes any 


plan, whether it be medical or surgical. He 
must have a working diagnosis. 


If the patient is originally seen by a gen- 
eral practitioner, an internist or a pedia- 
trician, the surgeon generally sees the pa- 
tent when a fairly accurate working diag- 
nosis is established. Many diseases cause 
abdominal pain, and not all are misinter- 
preted as appendicitis. But they are often 
misinterpreted as other surgical conditions 
of the abdomen. Exotic diseases such as 
lupus cause abdominal pain. So do diabetes 
and acidosis. Because these patients have 
abdominal pain they may be considered to 
have a surgical abdomen. Myocardial in- 
farcation causes abdominal] pain, and many 
times the surgeon wants to delay the pro- 
cedure to have a cardiogram. 


Pneumonia causes lower abdominal pain. 
The surgeon often makes that diagnosis be- 
cause the history of abdominal pain often 
presents a complaint of the patient. I do 
not mean to say that once these medical 
diseases are established that surgical dis- 
eases can not occur also. A patient with 
lupus might have pancreatitis or the dia- 
betes might be caused by a ruptured ap- 
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pendix. A detailed evaluation of the his- 
tory is mandatory. 


A patient who has had a chronic recur- 
ring problem may have a change in the type 
of pain by a new disease superimposed on 
the old one. Where is the pain? Pain is a 
non-specific thing. It is due to many dif- 
ferent causes. The abdomen itself cannot 
complain except in terms of pain. It may 
be an epigastric pain or lower abdominal 
pain. It may stay in one place; it may mi- 
grate. It may be colicy, extremely severe, 
excruciating pain. It may disappear in a 
minute or two later. 


Without a reliable history it is difficult 
to make a diagnosis. A patient who is 
known to have a chronic malfunction of 
the gastrointestinal tract can have a new 
disease superimposed or his old disease may 
change. One who has colitis may suddenly 
develop enteritis or nervous stomach. A 
person who has not had the mucous pas- 
sage in the stool for years may have upper 
gastrointestinal disturbance because of the 
same functional abnormality. Or he may 
perforate an ulcer in the middle of the 
night. 


History is important. It frequently is the 
deciding factor in consulting the surgeon. 
The surgeon is the one who has the ulti- 
mate decision to make, and he sees the 
problems that are probably going to be sur- 
gical. 


MopeErRATOR PoLLAK: Dr. MecNinch, will 
you talk about the physical and then we 
will open discussion to the audience. 


Dr. McNINcH: I think that we are apt 
to get off on a tangent if we talk about 
abdominal pain as acute or chronic. The 
acute abdomen is of little difficulty; the 
catastrophic things, vascular accidents, 
thrombosis, etc. present no real problem. 
The patient is rigid. He remains rigid. He 
has peritoneal irritation to cough and light 
percussion. I think those are the two most 
important signs. But the problem here is 
medical surgery. That means the pain is 
chronic, the physical examination is of con- 
siderable importance. 


We must consider the whole patient, as 
Dr. Bacon mentioned; his history. But 
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when it comes to the pain, is it intermit- 
tent? Does he have peritoneal irritation to 
percussion, cough? Does he have muscle 
spasm? That is a nebulous thing since it 
can be muscle guarding or rigid abdomen. 
The chronic patient must be carefully ex- 
amined, including the hernial orifices and 
rectal examination. I believe a part of any 
physical examination is to have a sigmoido- 
scopic examination. I also feel if a patient 
has rectal signs and symptoms, and a 
barium enema is indicated he should have a 
sigmoidoscopy prior to it, because the blind 
area is about the first ten centimeters that 
the radiologist cannot see, but it can be 
seen very well through the sigmoidoscope. 
As I see it, the difference between acute 
and chronic pain is tremendous. The 
chronic pain deserves long, continued work- 
up, whereas the acute presents no problem. 
A surgical abdomen is easily recognized and 
the diagnosis is reached—at least as a sur- 
gical abdomen, if not specifically named. 


The only problem is with patients who 
have intermittent pain. I have seen a little 
girl whose parents were separated. Every 
day on the way to school she would suffer 
from an abdominal pain. When she came 
to see me everything was normal. I found 
she was ashamed to go to school and face 
her friends because she no longer had a 
family. Those are the difficult problems, 
but they can be worked out. 


A part of the physical examination is the 
laboratory and examination of stool for 
ovum parasites. Examination through x-ray 
can sometimes elicit early malignancies by 
barium enema and upper gastrointestinal 
series. I think it is necessary to be specific. 
Is it acute or chronic pain? 


Moperator think we have 
exhausted the history and physical pretty 
well. Before we start with questions from 
the audience, what about the pediatrician? 
Do you have any special problem you 
would point out since we have gone into 
all the details? 


Dr. Forest: I will go along with Dr. Mc- 
Ninch. The acute problems are seen and 
treated immediately. The ones that really 
give me the hard time are the children who 
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come in with chronic or intermittent type 
of abdominal pains. Generally, they hap- 
pen to be little girls anywhere from 8 to 
12 or 14 years old. They are very difficult 
to determine at times. 


MopERATOR POLLAK: Let me interrupt 
here. Are those girls menstruating when 
they have difficulties or are they in the age 
before menstruation? 


Dr. Forest: Premenarche for the most 
part. We generally find that they are tight 
and tense young ladies, are doing well in 
school. In fact, they usually are doing espe- 
cially well in school. They have emotional 
tension and emotional problems. I person- 
ally am never sure whether some of these 
tensions are due to the stimulation of the 
ovaries or to our social environment where 
the girls are trying to find a niche in a 
group. They generally disclose nothing on 
physical examination or laboratory studies. 
Dr. Conway found in a large clinic group 
that some 10 per cent of the children in a 
clinic environment had presented the com- 
plaint of abdominal pain. 


Just for figures on how generally nebu- 
lous this is, Woodhardy and White several 
years ago did a complete study on children 
with chronic abdominal pain and examined 
them with everything from electroencep- 
halograms, CBC’s, stools, gastrointestinal 
series and IVP’s. Out of this group they 
found 42 per cent who had definite prob- 
lems that could be demonstrated. Out of 
the 42 per cent only 20 were referable to 
the abdominal pain. So, to me, this is the 
biggest problem I encounter. 


MODERATOR POLLAK: We have heard on 
this panel twice the phrase, ‘‘emotional dis- 
turbances,” mentioned. Maybe we should 
have a psychiatrist on the panel. 


I would like to open this to the audience 
for questions, and I would like to suggest 
that anyone who speaks please give his 
name. Are there any questions? 


Dr. CHAvIN: I would like to start the 
discussion either by pleading guilty or com- 
ing to my defense. All these years I have 
been hearing about the importance of a 
good history. Dr. Bacon stressed it again 
this morning. But I find that the history 
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is not always reliable. When I explain a 
certain type of pain to the patient I don’t 
know whether he will understand it or not, 
and when he mentions a certain symptom 
I am not sure I understand it. 


As far as the physical examination is con- 
cerned, it, too, is not always reliable. 


So I want either to defend myself that I 
have been right in not being right all the 
time or feel guilty that I wasn’t right. 


MopERATOR POoLLAK: Dr. Bacon. 


Dr. Bacon: There is no question that 
some people will not give a reliable history. 
A patient who has had pain a long time 
will:take more time to give you a good his- 
tory, and you must have time to obtain this 
history. It depends on the type of indi- 
vidual with whom you are dealing. Several 
factors are common. A patient who has had 
pain for a long time, and is not satisfied 
with one doctor will go to see another. 
He has been to Doctor X, Doctor Y, and 
Doctor Z, and if you should encounter Doc- 
tor X, Doctor Y, or Doctor Z and discuss 
the problem with them, they will have a 
completely different picture of the patient 
from you. Ordinarily, you all come to the 
same conclusion when a patient’s history 
varies this markedly. The patient obviously 
is not speaking of any disease entity at all. 


In order for the history to have any 
value it must be reliable. It must be taken 
leisurely, and it cannot be done in five min- 
utes if someone has had pain for ten years. 
The physician may not find any informa- 
tion from the history since the person may 
misinterpret his symptoms. But the fact 
that he misinterprets them should not 
modify the physician’s interpretation of 
what he says, so that he can evaluate it in 
a better perspective. 


History alone will not lead to a diagnosis. 
Many physicians can make a diagnosis over 
the telephone in abdominal pain. I don’t 
imply that that is the way it should be 
done, but I think that few original impres- 
sions are changed after a physical examina- 
tion plus detailed laboratory studies. The 
history taken over the telephone is evidence 
that a history itself can be reliable. If a 
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patient is sick enough, acutely ill particu- 
larly, the history is usually reliable. Often 
it is our own responsibility to take a better 
history than we do. We have not asked the 
man whether he has been out scraping 
underneath the cellar of his house where 
he was bitten by a black widow spider or 
whether he has been to South America 
where he might have become infested with 
worms. If the physician spends enough 
time he can get good information to lead 
him in the right direction, whether it is 
organic or functional disease. 


MopeErRATOR PoLLAK: I would like to add 
that a good history has its limitations, too. 
In Rotterdam at the Hospital for Tropical 
Diseases, we had a colored man from West 
French Africa who spoke nothing but some 
native dialect. No one could communicate 
with him, and he had a strangulated hernia. 
Of course, a physical happened to be much 
more than a history in this case. 


Are there any other questions? 


Dr. ALBERT: I would like to hear a dis- 
cussion of the diagnosis of chronic pan- 
creatitis. 


MopeErRATOR POoLLAK: I predicted this 
question when we talked about it last 
week. Will you begin, Dr. Bacon? 


Dr. Bacon: Yes. There is no question or 
combination of things that will lead to a 
diagnosis of chronic pancreatitis unless you 
see stones on the flat plate of the abdomen 
that are in the pancreas. Recurring pan- 
creatitis usually is associated with alcohol. 
It is more difficult to make this diagnosis in 
a person who is not drinking because rarely 
do we think of it at that time. Of course, 
it is considered in any patient who has 
upper abdominal pain without any other 
cause. Patients for whom we use the term 
“chronic” have obviously had it for a while; 
they will have x-ray studies, which will re- 
veal nothing; gall bladder studies, which 
will usually reveal nothing, although some- 
times an associated cholelithiasis is shown. 
The laboratory is not much help. 


We speak of elevations of the amylase, 
or in this case the serum amylase. At best 
it is not much help, and I think the pathol- 
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ogist would be the first to admit it. I 
think this is a situation that is most likely 
diagnosed by the physician who rules out 
everything else and is satisfied to diagnose 
the recurring pain as “probably due to 
chronic recurrent pancreatitis.” 


Secondly, many of these diagnoses are 
established because they are forced to be, 
and they are established by exploratory 
laparatomy in these patients. 


MopeErRATOR PoOLLAK: How do you feel 
about exploratory laparatomy generally? 


Dr. McNinch: In the question of pan- 
creatitis I think that is the way the diag- 
aosis of chronic pancreatitis is made. I 
think the important thing is the location 
of the pain. It usually occurs across the 
lower dorsal or upper lumbar area of the 
back. I disagree with Dr. Bacon in that 
I think the most common miss we make 
with pancreatitis, the acute phase, we call 
penetrating ulcer, or posterior penetrating 
ulcer. The abdomen does not show enough 
spasm or accompanying symptoms to war- 
rant exploration. When the patient recovers 
from the acute attack we give him drugs to 
slow down the gastro-intestinal tract and 
parenteral fluids. Eventually he comes to 
x-ray thinking he has a healed ulcer. 


But the diagnosis made at surgery was 
a mis-diagnosis. We operate for a_ perfor- 
ated ulcer and it proves to be pancreatitis. 
Or, we do duodenal drainage and find bac- 
teria, and maybe some crystals we diagnose 
it as a low-grade coleocystitis, and operate 
for that as a last resort and find pancre- 
atitis. 


Moderator Pollak: I think duodenal 
drainage is one of those laboratory tests 
which is greatly neglected. 


How does the pediatrician feel about the 
disease of the pancreas? I think it is a 
special pediatric problem, not so much the 
chronic recurring pancreatitis but other 
forms of pancreatitis disease. 


Dr. Forest: We certainly see fibrocystic 
diseases. The fibrocystic disease is general- 
ly not a very difficult diagnosis to make, 
and as for duodenal drainage, it is still one 
of the best laboratory tests. I understand 
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that physicians are finding more fibrocystic 
disease in adults now primarily through the 
increased frequency of duodenal drainages. 
It is a diagnosis that if you suspect, it can 
easily be made. And if you are not aware 
of it, it makes a horrible situation for the 
child concerned. Duodenal drainage and 
the sweat test are probably the best means 
of diagnois. History, again, is what gives 
you the clue. All you are doing from that 
time forward is proving the diagnosis. 


Moderator Pollak: Do you believe, Dr. 
Bacon, that pancreatitis is on the increase 
altogether, and if so, is it perhaps due to 
the increase in consumption of alcohol? 
And how do you feel about the exploratory 
laparotomy in the case of acute pancre- 
atitis? 

Dr. Bacon: I will answer the second 
part first. I think in acute pancreatitis the 
only reason to explore the patient is, 90 per 
cent of the timet, erroneous diagnosis, as 
Dr. McNinch pointed out, where one sus- 
pects a perforated ulcer. There are unques- 
tionably some cases of acute pancreatitis 
that have to be explored, and sometimes 
there is enough necrosis and the patient has 
been sick long enough to warrant a drain 
being put in. I do not think that happens 
often, but I think very rarely is a patient 
opened with a pre-operative diagnosis of 
acute pancreatitis. What do you think of 
that? 


Dr. McNinch: I agree with that. I think 
in conjunction with biliary disease, occas- 
ionally the reflux pancreatitis from a stone 
in the ampulla of Vater where you have one 
exit for the duct of Wirsung and the com- 
mon duct, operations have helped because 
you remove the stone and establish proper 
drainage into the duodenum. There again, 
it usually is a mistaken diagnosis, one of 
acute coleocystitis, that led to the opera- 
tion. 


Dr. Bacon: To go back to the first part 
of the question, I don’t think pancreatitis, 
per se, is increasing in frequency. The 
diagnosis may be made more frequently 
now, but I do not think there is any evi- 
dence that per capita consumption of alco- 
hol is increasing. The total consumption of 
alcohol is because there are more people. 
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Moderator Pollak: I would like to ask 
one question on the problem of the pan- 
creas and direct it to the surgeon. What 
about the problem of post-operative pan- 
creatitis? It does not have much to do with 
pain, but I think in order to complete 
the picture we should comment on. it, 
the frequency. 


Dr. McNinch: Fortunately, it is infre- 
quent. It is a very dreaded complication, 
and I think there is nothing further to be 
done but give supportive treatment. I be- 
lieve it is a diagnosis seldom made. A more 
frequent diagnosis, of course, is_ post- 
operative peritonitis, but that is easily 
visible for us, and we treat it with anti- 
biotics and the patient recovers, occasional- 
ly with x-ray therapy. We never x-ray a 
pancreas, and I do not see post-operative 
pancreatitis. If I see it I do not recognize 
it; I will put it that way. 


Moderator Pollak: I can only comment 
on it in this way: In the literature you 
find more and more mention of _ post- 
operative pancreatitis after operations in 
the general portal region, of course, reflux 
or just edema. 


Dr. McNinch: The edema, yes, but that 
passes in the immediate post - operative 
phase unless the patient has some catastro- 
phic occurrence, such as a coronary, and 
then it is made in the laboratory by autop- 
sy. But I don’t think it is frequently made 
where the patient recovers. 


Moderator Pollak: Since you mentioned 
peritonitis, I personally believe there is a 
great similarity and coincidence of pan- 
creatic and peritoneal disease. I think prob- 
ably pancreatitis is frequent in terminal 
malignancy. 


Dr. McNinch: I think that is true. 


Moderator Pollak: Now let us go back 
to the audience and find out whether some- 
one has a question. 


Dr. Davolos: I would like to say that 
you left out one field, gynecological con- 
ditions. And I would like to make a plea 
for mid-line incisions occasionally in doubt- 
ful cases. I think some of the conditions 
are obvious. I think one of the conditions 
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that is often overlooked in older patients 
is carcinoma of the ovary which gives an 
acute abdomen in many cases. 


Moderator Pollak: We are aware of the 
fact that we are missing a gynecologist on 
the panel. Surely, there are many other 
gynecological problems, as the ruptured 
ectopic, the Mittelschnerz, and pain with 
menstruation, which can be severe. En- 
dometriosis is a problem and, of course, 
malignancy. I would like to go back to 
other malignancies and ask Dr. McNinch 
what the relationship between neoplasm 
and abdominal] pain is in his opinion. 


Dr. McNinch: If we limit the beginning 
to the colon, it is well known by everyone 
that malignancies of the left colon are 
usually annular and frequently the first 
sign is obstruction due to edema. Malig- 
nancies of the right colon are usually ses- 
sile, not obstructing, and the principal signs 
are bleeding, considerable mucus in the 
stool, and frequently (unfortunately) pal- 
pation of a mass. The diagnosis is either 
acute or chronic, and if it is acute it is 
easily made in the patient’s obstruction. 
The diagnoses of malignancies of the small 
intestine are seldom made prior to opera- 
tion. This is the reason for exploratory 
laparotomy, because once they become defi- 
nite we can interpret it as a malignancy, 
but it frequently is too late. 


But in the beginning, the constant gnaw- 
ing pain without spasm means lymphoma 
or a carcinoma of the small bowel. We had 
one recently, causing partial obstruction. 
The man had been x-rayed with no sign, 
and exploration solved his problem, at least 
for the time being. 


Dr. Bacon: I think we could go from 
there to the pancreas again. Carcinoma of 
the bed of the pancreas is a difficult diag- 
nosis—impossible to make without explora- 
tion. We can suspect it, but have no labor- 
atory help in establishing the diagnosis. 
The patient has pain for a varying period 
of time depending on how long the disease 
has been present or what damage it has 
done. Studies will be normal, and the pa- 
tient will not respond to therapy. The diag- 
nosis is made only by exploratory lapa- 
ratomy. 


: 
9 
t 
vad 
; 
gh 
“4 
4 
ie 
i 
: 
3 
3 
pots 
| 


70 DELAWARE STATE MEDICAL JOURNAL 


Moderator Pollak: There is one 
limitation. You say there is no diagnostic 
tool, but lately I have heard a little about 
Papanicolau smears and search for cells in 
duodenal drainage. Possibly that examina- 
tion should go further and not concern it- 
self only with bacteriology but go into 
cytology as well. 


I would like to ask one question before 
calling for questions from the audience 
again. Do you ever come across situations 
where pain in neoplasm is an early sign? 
Or is it usually in complicated cases? 


Dr. MeNinch: I think occasionally it is 
early. It occurs most frequently in the 
right colon as pain that is not diagnosed 
as an ulcer by history or x-ray. The gall 
bladder function is normal, but the patient 
still complains of pain in the right upper 
quadrant. Finally, a barium enema is per- 
formed and a defect is found in the right 
colon. In the last two or three years I have 
seen a number of them. And I differ with 
the literature in that I feel that lesions oi 
the right colon are relatively curable. 


Dr. Bacon: But do you think the pain 
in this situation is because of a disturbance 
of function of the colon? 


Dr. MeNinch: Undoubtedly the protein 
losses through the mucosa, blood and so 
forth cause edema. The very presence of 
a mass which is foreign to the tissue is a 
functional disturbance causing pain. 


Dr. Bacon: This again brings out the 
need for a good working diagnosis as an 
end result of a good work-up. It can be 
done. 


Moderator Pollak: Each of us on the 
panel and probably each of you in the audi- 
ence could list many conditions which may 
at times or always cause abdominal pain of 
one type or another. I would like to go 
back to the pediatrician and ask about 
some of these pains in his field. 


Dr. Forest: I think that there are several 
areas of abdominal pain which have not 
been mentioned to a great degree, the blood 
dyscrasias, sickle cell anemia especially can 
cause the most excruciating type of abdom- 
inal pain. Any of the intoxications and 
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poisonings should be considered in a dis- 
cussion of abdominal] pain. I think a urolo- 
gist should be included on a panel of this 
type. The genitourinary tract has a nebu- 
lous type of abdominal pain. Abberant 
vessels, peritonitis, and hydro-nephrosis 
should always be considered in any study 
for abdominal pain. The congenital anom- 
alies should be mentioned. 


Dr. McNinch: There are two things that 
John touched on which are not often 
thought of as causes of abdominal pain. In 
my experience in pediatrics the most com- 
mon cause, especially in the female, or ex- 
clusively in the femal, is chronic urethritis. 
't is common and treatment is urethral 
dilitation. 


In the adult male the common cause 
frequently overlooked is seminal vesiculitis. 
Physical examination can help diagnose it 
because these people can radiate pain to 
McBurney’s point without much difficulty. 
The differentiation with chronic urethritis 
is the urinary examination and the high 
temperature, up to 103, and repeated at- 
tacks with pain primarily in the right lower 
quadrant, which does not ordinarly accom- 
pany appendicitis. 


Moderator Pollak: We have mentioned 
quite a few things, but we have omitted 
many more, and naturally we can’t exhaust 
the subject. But there are a few things 
I think we should still bring out. Pain can 
be localized or associated with disease of 
one organ on which all abdominal organs 
are part of a systemic generalized disease. 
In that connection, I think the medical 
man can contribute, talking about such dis- 
eases as are connected with blood vessels, 
the nervous system, etc. 


Dr. Bacon: We mentioned very briefly 
at the beginning that systemic illnesses are 
frequently behind abdominal pain. Then 
we jumped over because it is too vast a field 
to cover in a short period of time. Vascular 
accidents, of the bowel and behind the 
periteneum, dissecting aortic aneurysms, 
and aortic aneurysms will lead to pain, and 
they are often seen by the surgeon because 
the diagnosis has not been made. Some- 
times it can be made; sometimes it can not 
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Doctors are generally agreed that the best hope of saving lives from cancer is early 
detection and prompt, proper treatment. Great progress has been made in the last 
ten years: the saving now of 1 in 3 compared with 1 in 4, as more and more people 
are seeing their doctors in time. 

But with present knowledge and existing facilities, it is possible today to save 
1 in 2 cancer patients. This is the target of the American Cancer Society’s profes- 
sional and public education programs. 

The Society offers doctors a variety of free services: Literature: two bi-monthly 
magazines; Films: 200 available on loan, including a series of kinescope films cover- 
ing practically every clinical phase of cancer; Slides: (In color) Characteristic early 
lesions in sites of greatest incidence; Exhibits: for medical meetings and conven- 
tions, on special aspects of diagnostic and therapeutic problems. 

In its public education program, the Society uses every effective communication 
medium to urge people to have annual health checkups and to go to their doctors 
promptly at the appearance of a danger signal. 

The challenge will be met. As more and more doctors’ offices become ‘‘cancer 
detection centers,’’ and as more and more people see their physicians regularly, the 
closer will come the day when half of our cancer patients will be saved. The know- 
how for saving the remaining half is still being sought in our research laboratories. 
Ultimately that challenge, too, will be met. 


DELAWARE DIVISION, AMERICAN CANCER SOCIETY 


1324 Market Street, Wilmington 
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be made. There is no question that a diag- 
nosis of infarction of the bowel frequently 
can be made during the initial examination. 
It is the only situation that I know of 
where there is obviously a catastrophic oc- 
currence within the abdomen, bowel sounds 
are present and diarrhea is going on; often 
a bloody diarrhea. Sometimes the case is 
surgical; more often the patient is in no 
condition for surgery. But in the older 
age group vascular degenerative diseases 
are a frequent cause of abdominal pain and 
they usually are catastrophic. The diagno- 
sis is made. It is almost academic because 
death follows in a varying period of time 
after the diagnosis. Some can be handled 
surgically if the patient can be brought 
into condition for surgery. Many of them 
are recognized, and I think the more pa- 
tients that are seen with abdominal pain 
in the older age grou» are recognized to 
have a vascular accident in the bowel. Al- 
though death generally follows, something 
can be done about it occasionally. 


Moderator Pollak: I agree completely 
that the infarction of the bowel usually is 
fatal, and I would add it it infarction of 
the adrenal glands. But other infarctions 
in other organs, such as the spleen or kid- 
ney, are often missed. We are always 
amazed to find the number of scars at 
autopsy in these organs, especially in the 
kidneys, without any history at all. 


Dr. Chavin: How often is it safe to study 
abdominal complaints radiologically? 


Dr. Bacon: You have to restudy them 
if there is a change in the complaint. If 
the patient has the same type of pain pat- 
tern over a period of time which responds 
to a standard type of therapy which you 
have worked out, this is fine, but there is 
no specific treatment for most of these re- 
current things on a functional basis. When 
you work out a plan of therapy, if he fails 
to respond to it the next time it happens 
or his manifestation of pain has_ been 
changed you have to restudy. You have 
no alternative. And that includes the com- 
plete work-up. 


It is interesting, as I mentioned before, 
that usually Doctor X or Doctor Y has 


seen this patient before. Dr. Bockus says 
46 per cent of his patients in his office have 
functional disturbances of the colon. They 
are diseases which can not be completely 
cured; they are not medical diseases; they 
are social or economic diseases, as we dis- 
cussed earlier. But any of these patients 
can develop a new disease. So many of 
the general population have functional dis- 
turbance of the gastrointestinal tract that 
those same persons can develop something 
more serious, and they have to be restudied 
whenever their complaints chang2, or they 
fail to respond to what they responded to 
before. 


Moderator Pollak: I would like to add 
to this discussion on vascular disease that 
it is not necessary to be a so-called mis- 
nomer, vascular accident. We have in the 
abdomen a condition which is quite similar 
to that seen by cardiologists, namely, an- 
gina; angina of mesenteric blood vessels. 
This angina can be associated with angina 
pectoris actually with the angina of coro- 
nary blood vessels or it can be independent. 


Dr. Bacon: It is a difficult diagnosis to 
make. 


Moderator Pollak: I am certain of that. 


Dr. McNinch: I think one of the clues 
there is that it is of a transient nature. The 
patient would have intense pain and shortly 
thereafter be practically asymptomatic. I 
think that is the primary differential. It 
is of a transient and perhaps repeated na- 
ture, with normal periods. 


Moderator Pollak: I think we probably 
have the same feeling about migraine. 


Dr. Bacon: That is right. Migraine 
equivalent can occur in the abdomen for 
the same reason that it occurs in the head. 
The trouble with these transient abdom- 
inal pains is that smooth muscle, when it 
contracts, causes pain in the upper abdom- 
en whether it be due to biliary disease or 
pancreatic disease, gastritis, hyperacidity 
or peptic disease. This is a diagnosis that 
causes difficulty, particularly when you 
consider vascular disease acts in essentially 
the same way with the angina. The only 
thing I want to say about it while I have 
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-he floor is that gallstones, when they are 
noted, are a surgical disease. They should 
never be considered a medical disease. I 
just want to eliminate them from the dis- 
cussion on that basis. If you know a pa- 
tient has gallstones, then he has surgical 
lesions. If you decide not to operate, it is 
for other reasons. But it is a surgical dis- 
ease and there is no medical treatment. 


Moderator Pollak: I suppose from chole- 
lithiasis we should go to nephrolithiasis. 
Do you have any comments, Dr. McNinch? 


Dr. MeNinch: That also is a surgical] dis- 
ease if the stone does not pass. I think the 
diagnosis is relatively easy; radiation of 
pain, urine findings. If a stone fails to pass 
it causes persistent pain. It must be re- 
moved because the kidney will be irrepar- 
ably damaged. 


As Dr. Bacon suggested, I think there 
are two diseases that are primarily medical 
which often are referred to the surgeon; 
they are peptic ulcer and diverticulosis. 
The surgeon is called on not to treat a pep- 
tic ulcer, but its complications, which are 
several. The same is true with diverticu- 
losis. We treat the complications of bleed- 
ing, obstruction and _ perforation. With 
ulcer, we treat the obstruction, perforation, 
and malignant degeneration. The medical 
treatment of peptic ulcer is divided into 
gastric and duodenal. If a gastric ulcer 
does not heal promptly, it should be oper- 
ated on. If it is a duodenal ulcer, a patient 
can live with it without developing com- 
plications but it remains a medical problem. 


Moderator Pollak: I think the central 
problem is when does a medical disease 
become surgical, or when does the medical 
abdomen become a surgical abdomen? One 
surgical abdomen, or medical abdomen for 
that matter, which we have failed to men- 
tion is peritonitis. Let’s start with Dr. 
Forest. 


Dr. Forest: Peritonitis is something we 
see occasionally in the pediatric field. I 
must admit that I saw more of it as an 
intern in general medicine than I have seen 
in the field of pediatrics. Frankly, I can 
not recall seeing a peritonitis case in pedi- 
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atrics that was not due to the non-specific 
type of peritonitis. 


Moderator Pollak: How do you feel 
about it, Dr. Bacon? 


Dr. Bacon: Peritonitis is a secondary 
disease. There is a primary disease which 
is responsible for the peritonitis. Some- 
times a primary peritonitis can occur with 
no known focus, but peritonitis is part of 
the systemic illness, such as lupus. About 
a month ago in the New England Journal 
a group from Chicago discussed 14 surgical 
abdomens in patients with lupus. In a few 
of these pancreatitis was present, a few 
more vascular diseases of the intestinal 
tract were present, but all had lupus perit- 
onitis which is miscroscopically non- 
specific peritonitis. 


Moderator Pollak: Would you agree 
with that, Dr. McNinch? 


Dr. McNinch: I think there is such a 
thing as primary peritonitis, but it is surely 
a surgical disease. The fact that it is pri- 
mary is found out from exploration usually 
in search of a perforated viscus, whether it 
be ulcer, diverticulum or from other causes. 
It is said to be primarily pneumococcal in 
origin, but again, a diagnosis is not made 
prior to exploration. I think it is always 
made after exploration, and we go back to 
the same problem; that a patient can have 
a superimposed disease entirely separate 
from his past history, and therefore no one 
can take a chance. 


Moderator Pollak: Gentlemen, before we 
close I would like to ask you to forgive us 
in that we did not exhaust this topic. It is 
quite impossible. As you know, there are 
innumerable diseases, some clear-cut and 
simple, and some obscure and mysterious, 
which can give abdominal pain and imitate 
many other diseases. 


In former years two diseases which today 
are not frequent gave us trouble. Tabetic 
crises for instance, which today is practical- 
ly unknown, used to be confused with surgi- 
cal abdomen. As for peritonitis, we used 
to have a great deal of pneumococcus 
peritonitis with pneumonia in children, but 
I do not remember having seen one since 
the antibiotic treatment 
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To summarize, it all boils down to a good 
history, good physical, proper examination 
and good judgment supported by the prop- 
er selection and interpretation of laboratory 
tests and x-ray studies. It seems to me that 
we should have had on this panel a general 
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practitioner because basically this is a prob- 
lem of the general practitioner. We are 
all being called as consultants and I think 
that the general practitioners should have 
their own panel on it some day and ask 
questions. 
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NURSES’ POSITIVE-NEGATIVE ATTITUDES 


TOWARD PATIENTS* 


Howarp J. SHEAR, Ph.D.** 


PROBLEM 


What effect does the amount of nurses’ 
work experience have upon the way they 
feel about patients? Are there differences 
between their feelings about patients in 
general and neuro-psychiatric pa- 
tients? If there are, what are some of the 
factors which account for these differences? 
This study was designed to help answer 
these questions. 


It was conjectured that the degree of 
positiveness or negativeness which nurses 
feel towards patients is a rather enduring 
reaction pattern which is firmly rooted in 
the personality organization of nurses and 
is not readily modifiable. In order for 
amount of work experience to produce 
changes in their positive-negative attitudes 
towards patients, it is probable that the 
quantity and variety of this experience 
must be considerable. However, in regard 
to their feelings about NP patients, it was 
conjectured that there are other factors 
operating. There are probably negative cul- 
tural stereotypes about NP patients that a 
beginning nurse has introjected and which 
she probably carries with her into the pro- 
fession. Clinical experience suggests that 
the behaviors of NP patients are behaviors 
which socially adjusted persons would 
never allow themselves to act out and 
which are generally repugnant to normal 
people. 


For one or both of the above reasons, 
beginning nurses should feel more negative- 
ly towards NP patients than patients in 
general, but through experience, they either 


From the Neuro-Psychiatric Service, Veterans Hospital, 
Wilmington. This is a preliminary report; a detailed re- 
port with all data will be published in a specialty journal 
Clinical Psychologist. 


“discover” the distortion in the cultural 
stereotype about NP patients or they learn 
to become more accepting of their own 
unconscious tendencies through accepting 
the behavior of NP patients. It is possible 
that rather than their becoming more ac- 
cepting of NP patients being the causative 
factor, it is vice versa, and nurses’ growing 
acceptance is a matter of gradual matura- 
tion and acceptance of varied emotional re- 
actions through living. If this is true, then 
nurses matched in age and general profes- 
sional experience with a group who have 
more experience working with NP patients, 
should not differ from this matched group 
in their feelings about NP patients. 


In order to add support to these con- 
jectures the following hypotheses were 
tested: 


1. Staff nurses will differ from freshmen 
student nurses in their degree of posi- 
tive-negative feeling about patients in 
general. 


2. The less professional experience nurses 
have with NP patients, the more nega- 
tively they feel about NP patients. 


3. The more professional experience nurses 
have with NP patients, the less discrep- 
ancy there is between their positive- 
negative feelings about NP patients and 
patients in general. They will feel more 
negatively about NP patients’ than 
about patients in general regardless of 
the amount of the above discrepancy. 


4. There is a relationship between the ad- 
justment of nurses, as measured by the 
Index of Adjustment and Values and the 
degree of their positive-negative feelings 
about NP patients. 
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METHOD 


The following were the groups of nurses 
measured, along with their research desig- 
nation: 


1. Entering freshmen student nurses at a 
general medical and surgical hospital 
who have had no work experience with 
NP patients and a work experience of 
several months with patients in general, 


Del. Frosh. 


. Graduating senior nurses at the same 
hospital who have had a three month 
affiliate experience working with NP 
patients, Del. Seniors. 


3. Staff nurses at the same hospital who 
had a mean years experience as a grad- 
uate nurse of 8.59 years and who have 
had a mean experience as an NP nurse 
of 2.5 months, the latter being primarily 
affiliate experience, Del. Staff. 


4. Staff nurses at a VA general medical and 
surgical hospital who have a mean years 
experience as a graduate nurse of 7.36 
years and who regularly rotate on the 
NP ward of this hospital, VA Staff. 
There is no NP ward in the first hos- 
pital. 


Measurements of nurses’ degree of posi- 
tive-negative feeling about NP patients and 
patients in general were made by a modi- 
fied version of the Index of Adjustment and 
Value. An unmodified version of this Index 
was used to measure their attitude towards 
their selves and their self-ideal self discrep- 
ancies. There has been considerable reli- 
ability and validity study of the Index. 
Basically, the Index consists of 49 adjec- 
tives. The subject uses each adjective to 
describe himself and then reacts to each 
description with an affective judgment of 
degree of liking or disliking of himself as 
described by each adjective. These judg- 
ments are summed to obtain an index of 
degree of positive-negative feeling about 
self. In the present modified versions, the 
subject uses each adjective to describe NP 
patients and patients in general, so that an 
affective index was obtained for each of 
these groups. 
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RESULTS AND DISCUSSIONS 


The following resulted from the analysis 
of the data so far: 


Hypothesis 1 was rejected. The data in- 
dicated that not only does the most exper- 
ienced nursing group not differ from the 
least experienced group, but when each 
of the nurse groups who differ from each 
other in amount of professional work ex- 
perience are compared, there are no differ- 
ences between means or variances of posi- 
tive - negative - feelings - about-patients-in- 
general-scores. 


The data indicated that hypothesis 2 
may be rejected. With the exception of the 
mean of the Del. Seniors being significantly 
at the .05 level larger than the mean of 
the Del. Staff—the seniors feel more posi- 
tively about NP patients than do the Del. 
Staff—there are no differences between 
means for any other nursing group com- 
parison. However, there are differences be- 
tween variances of scores which do not add 
support to the hypothesis being tested, but 
which might throw some light on some of 
the factors involved. Although VA Staff 
nurses have more experience with NP pa- 
tients than any other group, the mean of 
their positive-negative-feeling-about - NP - 
patients scores does not differ from each of 
the other three groups. The variance of 
this group is significantly greater than the 
variances of either the Del. Staff or the 
Del. Senior groups, but is not significantly 
different from the variance of the Del. 
Frosh. Paradoxically, the group with the 
least experience with NP patients, Del. 
Frosh, have a variance of positive-negative- 
feeling-about-NP-Patient scores that does 
not differ from the VA Staff, the most ex- 
perienced group, but does differ signifi- 
cantly from the Del. Seniors and the Del. 
Staff variances. Hypothesis 2 was general- 
ized from the conjectures that the less work 
experience with NP patients that a nurse 
has, the more chance there is for a specu- 
lated general cultural attitude towads NP 
patients to be held and the more chance 
for NP patients to be personally threaten- 
ing to the nurse. However, the present data 
cast doubt upon these conjectures. Rather, 
one may speculate that there is consider- 
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able variability in feeling about NP pa- 
tients in our culture or that with no work 
experience with NP patients there is a 
broad variation in degree of defensive re- 
actions towards NP patients on the part 
of freshmen student nurses. The data sug- 
gest that the stereotyped attitude does not 
come from the culture generally but from 
the nursing group. The smaller variance 
of the Del. Seniors and Del. Staff suggests 
they have adopted the attitude of their 
group which possibly obscures any mani- 
festation of the individual’s degree of 
defensiveness. The finding that the Del. 
Staff are more negative toward NP patients 
than the Del. Seniors might be an indica- 
tion of the negative character of this pre}- 
udice. The longer the nurse is in the pro- 
fession, if she doesn’t have any work ex- 
perience with NP patients, the more she 
adopts the negative attitude of her profes- 
sional group? With continuous work ex- 
perience with NP patients, VA Staff, the 
distortions in the attitude of her profession 
are revealed to her, or the impact of the 
experience makes for the variations in the 
degree of individuals’ defensive reactions. 
The data do not throw light on the possi- 
bility that NP experience results in emo- 
tional growth for individual nurses. The 
data suggest that rather than resulting in 
emotional growth, work experience with 
NP patients results in strengthening of 
nurses defenses. Although this might be an 
obstacle to emotional growth, it would 
permit the nurse to be comfortable in her 
work. If working with NP patients in itself 
makes nurses more defensive generally, it 
would mean that nurses will put psycho- 
logical distance between themselves and 
NP patients by either pitying or overpro- 
tecting them or by reacting punitively or 
coldly to them. The former would mani- 
fest itself in increased reported positive- 
ness, the latter in increased reported 
negativeness. This should result in a great- 
er variability of scores which is what the 
data reveal. 


The above reinterpretations of the fac- 
tors involved are particularly speculative 
because the present design is not complete- 
ly crucial. The significant differences be- 
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tween attitude towards self scores which 
the data reveals might reflect the lack of 
exact matching of these groups. In con- 
sidering the affective attitude towards self 
scores, it is interesting that Del. Frosh and 
VA Staff variances of positive negative- 
feeling-about-NP-patients scores do not dif- 
fer nor do their mean attitude towards self 
differ. Their mean affective attitude to- 
wards self do differ from the means of the 
Del. Staff and Del. Seniors. In comparing 
Del. Seniors and Del. Staff there are no 
significant differences between the mean or 
variances of these scores. 


Because these are not sufficiently match- 
ed groups, there are other possible inter- 
pretations of the data. Perhaps nurses who 
work in a VA general medical and surgical 
hospital have certain unique characteristics 
which distinguish them from these non VA 
nurses. The teaching staff at the Delaware 
Hospital reported that for some random 
reason the Frosh were a more gregarious 
group than the seniors are or were when 
they were freshmen. Consequently, it is 
not possible to generalize from the data, 
although it is suggestive, that three years 
student nursing experience modifies student 
nurses’ attitudes towards themselves and 
NP patients. If a future design could make 
measurements on identically matched 
freshmen and senior groups with matched 
controls of non nurses, or measure nurses 
working in matched VA GM&S Hospitals, 
one with an NP ward and one without, 
some of the hypotheses generated from the 
present data might be given support. 


The data indicate that the first half of 
hypothesis 3 may be rejected while the sec- 
ond half may be accepted. The data indi- 
cate that the discrepancy between their 
feeling about NP patients and patients in 
general remains constant regardless of ex- 
perience. Each of the nursing groups do 
feel more positive about patients in general 
than about NP patients. 


An insignificant relationship between 
affective attitudes towards NP patients and 
indexes of adjusted and maladjusted nurses 
was obtained which supports the rejection 
of hypothesis 4. 
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FUNCTIONAL INTESTINAL OBSTRUCTION 


EDWIN K. MEHNE, M.D.* 


A review of the medical literature of the 
past few years reveals a dearth of articles 
dealing with the problem of intestinal ob- 
struction which is not due either to me- 
chanical or vascular causes. This is certainly 
not in direct proportion to the relative fre- 
quency of the condition, since it is a com- 
mon problem to the surgeon, and is high 
on the list of differential diagnoses to be 
considered in a large percentage of cases of 
intestinal obstruction. The sparsity of 
articles is probably directly related, as noted 
by Werelius and Guy', to the paucity of 
information we have available concerning 
the cause, relationships and treatment of 
this distressing situation. 


While there are probably as many classi- 
fications of intestinal obstruction as there 
are authors, most fall within the general 
framework outlined by Shackleford’: 


Causes of Intestinal Obstruction: 


1. Functional 
a. Adynamic (Paralytic) 
b. Dynamic (Spastic) 


2. Mechanical 


3. Vascular 


This discussion is entirely concerned 
with the group listed as “functional”. Al- 
most every post-laparotomy patient ex- 
hibits some degree of functional bowel in- 
hibition for periods of a few hours to a few 
days. Likewise, every generalized peri- 
tonitis, and a good many which are local- 
ized, involve a similar bowel dysfunction. 
The physician regards these as natural 
pathological concomitants which, although 
undesirable, are at least explainable and 
nearly always resyvond to measures aimed 
at treatment of the initiating condition. 


If this large group of functional ileus is 
eliminated from discussion, there still re- 


Ward Surgeon, Veteran's Administration Hospital, Wil- 
mington, Del. 


mains a very substantial group that is pro- 
tean in casual relationships attributed to 
it. Documented cases of functional intes- 
tinal obstruction run the gamut of related 
causes from trauma, through infectious and 
endocrine diseases, to the purely psychoso- 
matic. Likewise, many attempts have been 
made to explain the neurophysiological ab- 
normalities involved, but the vagueness of 
the explanations and the multiplicity of 
ideas suggested are a testimony to the lack 
of specific information. 


However, although lacking this_ back- 
ground, there are certain clinical features 
which are of great value in both the diag- 
nosis and management of these cases. This 
is not an attempt to survey and digest the 
literature on the subject, but rather to em- 
phasize a few points which have not found 
their way into many of the articles— 
namely, that: 


1. Functional ileus may take the 
form of the dynamic or spastic 


type. 


2. The symptoms are often de- 
ceptively occult. 


3. The differentiation from me- 
chanical obstruction may be 
impossible. 


4. Treatment is largely a matter 
of skilled patience. 


The first point should be stressed to both 
internist and surgeon. The older literature 
almost universally ascribed this condition 
to a complete paralysis of the bowel. As a 
result, the recurring descriptions of signs 
and symptoms speak of painlessness and 
silent abdomen. Even a recent text on gas- 
troenterology by Palmer’ fails to mention 
the dynamic variety and speaks of the lack 
of peristalsis. As a result, there has been a 
tendency to associate any bowel obstruc- 
tion exhibiting abdominal cramps and ac- 
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tive peristalsis with mechanical etiology, 
and to dismiss the possibility of a func- 
tional cause. An equally erroneus concept 
is that obstruction associated with absent 
peristalsis and lack of pain automatically 
denotes paralytic ileus. This leads to failure 
in diagnosing the case of mechanical ob- 
struction which has entered an adynamic 
phase. 


Shackleford? points out that dynamic 
ileus may consist of single or multple col- 
lapsed, spastic segments of either the small 
or large bowel. The intervening areas of 
bowel may exhibit hyperactive peristalsis in 
an effort to maintain progress of the di- 
gestive stream through these narrowed 
areas. Eventually these intervening areas 
become dilated simply as a result of hydro- 
dynamic pressure. The situation has an- 
alogies to Hirschprung’s disease, although 
of different etiology. 


The second and third features can be 
considered together since they are mutually 
related. The paucity of signs and symptoms 


and their unobtrusive appearance are the 
more easily overlooked in the focus of both 
the patient’s and physician’s attention to 
the primary disability, whether it be a 
spine injury, a pneumonia or a painful kid- 
ney stone. Even if suspicion is raised and 
x-ray films of the abdomen obtained, the 
condition may go undiagnosed if there has 
not been appreciable gaseous distention of 
the gut. This is a relatively infrequent find- 
ing, however, since functional ileus is likely 
to be associated with moderate to large 
collections of gas within the bowel lumen. 
This leads to one of the cardinal points of 
differentiation in that the gas pattern is 
widely diffused throughout small and large 
intestine right down to the rectum rather 
than having an abrupt point of mechanical 
stoppage beyond which the gas cannot 
travel. It is in this situation that a barium 
enema is invaluable in clinching the diag- 
nosis, if the barium column readily fills the 
gas-dilated large bowel and may reflux into 
gas-dilated terminal ileum without en- 
countering obstruction. 


There are a number of situations in 
which it remains impossible to conclusively 
distinguish between mechanical, vascular 
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and functional ileus. Bockus' has empha- 
sized this point, and it may be inferred that 
surgical exploration is justified in a certain 
percentage of these cases just as it is with 
clinically suspected but surgically-uncon- 
firmed appendicitis. Also along this line 
Bockus emphasizes that the contracted 
bowel segments of the dynamic variety fre- 
quently disappear with induction of anaes- 
thesia so that at laparotomy the entire 
bowel is uniformly dilated and atonic. This 
is especially true following spinal anaes- 
thesia, and this appearance may lead to 
confusion in attempting to correlate the 
operative findings of an apparent paralytic 
ileus with the pre-operative clinical picture 
of pain and active peristaltic sounds. With- 
out further laboring the point, it is suffi- 
cient to state that if exploration of the 
peritoneal cavity is done on the suspicion 
of mechanical or vascular intestinal ob- 
struction, and expeditious but thorough 
examination fails to confirm this, it may 
readily be assumed that a functional ileus 
exists. With this decided, further manipu- 
lations or surgical maneuvers are inappro- 
priate. Closure of the abdomen followed by 
a few well-chosen supportive measures are 
then indicated. 


As previously intimated, absence of a 
basis for explaining these phenomena pre- 
cludes specific therapy. Hosts of remedies 
have been championed but most writers of 
recent date concur in advocating measures 
aimed at qgpaintaining the physiological 
status quo. These are the _ universally 
adopted practices involving electrolyte bal- 
ance, evacuation of intestinal contents and 
physical and chemical bowel stimulants 
when indicated. 


Several points are worthy of clarification 
and emphasis. The use of intestinal in- 
tubation via the nasogastric route is almost 
unanimously recommended. What is sel- 
dom mentioned, however, is the fact that 
these cases which have abdominal disten- 
tion and poor intestinal mobility are prob- 
ably the most difficult of all to successfully 
intubate beyond the pylorus. Failing this, 
much is nevertheless accomplished by main- 
taining continuous gastric aspiration. This 
not only removes the considerable gastric 
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secretion volume plus any reflux from the 
upper small bowel, but eliminates swal- 
lowed air which comprises by far the great- 
est portion of intestinal gas in these cases. 


Many types of medication have been 
used in an attempt to promote normal 
peristalsis. Probably none will initiate 
bowel activity in the paralytic phase. How- 
ever, when some bowel activity is detected 
by auscultation, it may be weak or disor- 
ganized. At this stage potent pharmaco- 
logical agents may benefit. Neostigmine 
(prostigmine) 1:2000, given subcutane- 
ously in doses of 1 c.c. (0.5 mgm.) every 
one-half hour up to a total of 6-8 doses, 
followed by an enema, may be rewarding. 
Shackleton’ favors DFP (Di-isopropyl flu- 
orophosphate) which is another potentiator 
of acetylcholine, probably by inhibition of 
cholinesterase. 


The following case histories serve to il- 
lustrate some of the points enunciated 
above. 


Case No. 1, a 44 year old white man, was 
admitted to the hospital on November 10, 
1956 because of a severe low back pain. He 
had chronic low backache since receiving 
multiple shrapnel wounds of the left lumbar 
area in 1943 while on active army duty. 
Two weeks prior to admission he had de- 
veloped acute backache which persisted de- 
spite several chiropractic adjustments. 
However, he managed to be up and around 
until the day of admission when he was 
awakened during the night hours with im- 
mobilizing pain for which he was brought 
to the hospital by ambulance. 


The patient was in acute distress from 
low back pain. The physical examination 
negative except for lumbar muscle spasm, 
exquisite tenderness on palpation over L,, , 
and positive bilateral straight leg raising 
tests. 


Course in hospital: He was placed on 
bed boards and given codeine with aspirin 
for pain. Twenty-four hours later he de- 
veloped sudden abdominal distress in the 
form of distention and nausea but little or 
no pain. Examination revealed a distended, 
tympanitic abdomen with normally active 
bowel sounds on auscultation. Rectal ex- 


amination was negative. X-ray of the ab- 
domen on November 11th revealed con- 
siderable gaseous dilatation of much of the 
small bowel and the entire large bowel. 


Reflex ileus was suspected and a regimen 
of nasogastric suction, prostigmine paren- 
terally, and intravenous fluids was insti- 
tuted. The following day the distension 
persisted, the temperature was 101°, the 
pulse 110-120, and no bowel sounds were 
audible. Exploration was dore because of 
the possibility of bowel strangulation. At 
operation there was a flaccid gastro-in- 
testinal tract with generalized dilatation 
from the ligament of Treitz to the rectum. 
The bowel was viable in appearance 
throughout; the abdomen was closed. Two 
days later, x-ray of the abdomen showed 
nearly complete absence of gas in the bowel, 
the patient had begun to defecate, and was 
taking fluids satisfactorily by mouth. He 
went on to complete recovery. 


Observation: This case illustrates the 
relatively remote type of relationship be- 
tween functional ileus and its precursor. 
Also illustrated is the fact that even though 
functional ileus was diagnosed initially, the 
subsequent clinical course aroused enough 
suspicion of a complicating process to war- 
rant exploration. 


Case No. 2, a 41 year old colored man, 
was admitted to the hospital on October 
29, 1957 with a one-week history of lower 
abdominal crampy pain relieved by drink- 
ing milk. It was associated with nausea 
and a little vomiting. He also complained 
of mild chills followed by flushing and gen- 
eralized aching. Bowel movements were 
normal. There was some urinary frequency 
without other urinary complaints. 


The abdomen was round and obviously 
distended, board-like in rigidity and tender 
throughout. Auscultation revealed hyper- 
active peristalsis, but no rushes or tinkles 
ordinarily associated with mechanical ob- 
struction. 


X-ray of abdomen showed no free peri- 
toneal air; dilatation of many loops of 
small bowel and most of the colon. There 
was absence of gas-filled loops in a con- 
spicuous area of the lower right quadrant 
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where there was an opacity suggesting a 
soft tissue mass. 


Course in the hospital: The patient was 
observed for several hours. Because of per- 
sistent abdominal pain, rigidity, tenderness 
and increasing appearance of distress, a 
laparotomy was decided upon. A localized 
abscess from a_ previously ruptured ap- 
pendix or other viscus was suspected. At 
operation there was about a liter of clear 
yellow peritoneal] fluid which, on culture, 
subsequently grew no organisms. There was 
segmental dilatation of the entire small 
bowel and most of the large bowel with 
skip areas which appeared normal in size 
and appearance. No mesenteric adenopathy 
or pus was evident. The abdomen was 
closed. 


The patient recovered uneventfully, grad- 
ually taking oral diet and having spon- 
taneous bowel movements. Repeated x-rays 
showed progressive diminution of bowel 
gas. Suddenly, on November 12th, he de- 
veloped abdominal] distention and x-rays 


revealed a few greatly distended isolated 
loops of small bowel. Peristalsis was heard 
infrequently. Attempts to pass a Cantor 
tube beyond the pylorus were unsuccessful. 
He was re-explored on November 13th; me- 
chanical small bowel obstruction due to ad- 
hesions was found. The adhesions were 
lysed and the patient made an uneventful 
recovery. 


Observation: Here is a segmental dy- 
namic ileus having masquerading features 
which led to an indication for exploration. 
This, in turn, led to the complication of a 
frank mechanical obstruction. 


Case No. 3, a 69 year old colored man, 
was admitted to the hospital on September 
8, 1958 with symptoms referable to the 
respiratory tract. A workup led to the diag- 
nosis of carcinoma of the right lung. On 
October 28th a localized resection of a peri- 
pheral adenocarcinoma of the right upper 
and adjacent right lower lobe was _ per- 
formed. The postoperative course was 
smooth until the evening of the second day 
when there developed abdominal distention 
with diminished, but audible, peristaltic 
sounds. The following day vomiting ensued 
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and abdominal x-rays showed the entire 
colon and much of the small bowel to be 
distended. 


He was given intravenous alimentation, 
subcutaneous prostigmine and hot packs to 
the abdomen. An attempt to pass a Cantor 
tube beyond the pylorus was unsuccessful. 
The patient’s condition worsened from the 
abdominal standpoint despite the excellent 
recuperation of his pulmonary status. On 
November 3rd laparotomy was performed 
to rule out mechanical obstruction. The 
findings were uniform distention of the en- 
tire small bowel, no distension of the large 
bowel and no mechanical obstruction. The 
Cantor tube was manually threaded into 
the upper jejunum. 


Despite close post-operative management 
the patient developed auricular fibrillation, 
cardiac decompensation, pneumonia, and 
expired on November 7th. 


Observation: Here again the different'a- 
tion from mechanical obstruction was diff- 
cult, and the extended course of the ileus, 
coupled with the worsening condition, 
forced more active measures. 


Case No. 4, a 62 year old white male, 
was admitted on November 4, 1958 with a 
history of ankle and lower abdominal 
swelling of several weeks duration and 
diarrhea followed by tarry stools. 


Examination revealed a_ chronically-ill 
appearing man with lower extremity edema 
and cardiac murmurs suggestive of rheu- 
matic mitral stenosis. Hislaboratory studies 
were normal except for serum albumin of 
1.4 gm. and serum globulin of 3.5 gm. 


Course in hospital: A barium enema 
showed changes in the cecum consistent 
with the diagnosis of carcinoma. The pa- 
tient was prepared for surgery with diur- 
etics, digitalization, vitamins, diet and 
blood transfusions. On November 19th a 
right hemi-colectomy and _ ileo-transverse 
colostomy was done for a localized carci- 
noma of the cecum. The post-operative 
course was smooth, with the onset of bowel 
movements on the second post-operative 
day and the institution of an oral liquid 
diet. On the following two days the patient 
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progressed to a full liquid diet, bowels con- 
tinued to move spontaneously, and he was 
ambulatory. On the evening of the fourth 
post-operative day, there suddenly devel- 
oped abdominal distention with tympany 
to percussion. Bowel sounds were absent 
and the patient vomited. Abdominal films 
showed several loops of distended small 
bowel and distention of the large bowel to 
just below the splenic flexure where the 
gas pattern suddenly ended. Chest film 
showed evidence of atelectasis in the left 
lower lung field just above the diaphragm 
with elevation of the left hemi-diaphragm, 
shift of the mediastinum to the left, and 
mottling of the lower lung field directly 
above the atelectatic shadow. 


It was felt that the patient had devel- 
oped a post-operative atelectasis and pneu- 
monia with a secondary reflex ileus. How- 
ever, to confirm this impression, a barium 
enema was done. The barium flowed read- 
ily through the dilated splenic flexure and 
left half of the transverse colon, through 
the anastomosis and into the dilated loops 
of terminal ileum. He was given nasogas- 
tric suction, antibiotics, Alevaire by nebu- 
lizer, and prostimine subcutaneously. In 
24 hours bowel sounds were heard, the pa- 
tient began passing gas by rectum, and 
x-rays showed clearing of the atelectasis 
and markedly diminished bowel distention. 
The patient went on to a rapid recovery. 
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Observation: The gas distention pattern 
with its abrupt termination at the junction 
of the splenic flexure with the descending 
colon was suggestive of mechanical obstruc- 
tion. However, the ready flow of bariurn 
past this point into the dilated loops of 
bowel strongly confirmed the clinical im- 
pression of functional ileus secondary to 
pulmonary atelectasis. 


SUMMARY 


1. A_ brief introduction explains the 
usage of the term “functional ileus” and its 
two components, spastic and paralytic. 


2. A discussion then follows relative to 
four aspects of this problem which are fre- 
quently ignored in the literature, namely: 
the recognition of a dynamic form; the de- 
ceptively occult nature of the symptoms; 
the difficulty in differentiation from me- 
chanical obstruction; and the need for 
skilled patience as the primary basis of 
treatment. 


3. Four case histories are’ presented 
which illustrate these aspects. 
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MEDICO-LEGAL RELATIONSHIPS 


The recent Fourth Annual Medico-Legal 
Symposium, a combined venture of the Del- 
aware Bar Association and the Medical 
Society of Delaware, was a success. This 
is good because it came at a time when, 
according to numerous articles in the litera- 
ture, pleasant relationships between our 
professions are not universal. The mutual 
respect and cordial relations existing be- 
tween our two groups should make Del- 
aware an ideal place in which to test some 
ideas that eventually might become bene- 
ficial on more than a local level. 


One of the oustanding problems to the 
legal profession is that of the expert med- 
ical witness. An honest difference of opin- 
ion is to be expected in almost any situa- 
tion, but there are far too many instances 
where physicians, qualified as experts, give 
completely conflicting testimony, a di- 
vergence so great that it is obvious that 
undue bias is involved. There probably is 
no cure that will be completely effective. 
An impartial panel of specialists selected 
by the medical society to be used in an 
advisory capacity by the court has been 
suggested; some time ago The Journal pub- 
lished an article on this subject. So long as 
divergent medical testimony seems to be 
a problem, should not this potential cure 
be tried? 


A major problem from the physician’s 
viewpoint is his vulnerability to malprac- 
tice suit. Most lawyers are sympathetic to 
this problem but point out that the great- 
est damage to the physician is that of pub- 
licity. If the press would suppress news of 
this type until the case came to trial, little 
harm would be done. Such is not the case. 


When a doctor is accused of malpractice, 
headlines are made and usually continue 
for several days. If the physician is vindi- 
cated before the case reaches trial, this fact 
is usually covered by a brief notice that in 
no way compensates for the harm that has 
been done. Even if equal space were given, 
it could not undo the harm already done. 
Fortunately, most newspapers see the mat- 
ter in this light and in a recent symposium 
on the question of “playing fair with doc- 
tors,’ most of the editors questioned be- 
lieved that publication of news about mal- 
practice suits should be postponed until 
the accused doctor has had his day in court. 
The editor of The Wilmington Journal- 
Every Evening, however, is quoted as say- 
ing: “We print the story when the suit is 
filed in the belief that when news is tem- 
porarily suppressed rumors that are worse 
than the fact fly fast.”’ It is too bad that 
his good intentions achieve a result that to 
the majority seems definitely undesirable. 


Members of the legal and medical pro- 
fessions are on the brink of a new era 
marked by a greater mutual understanding 
of everyday problems. Before much more 
progress can be made, we of the medical 
profession must make concessions. If we 
expect the members of the legal profession 
to help the innocent physician when 
falsely accused, it follows that we should 
help them when he is guilty. Here again, 
a panel of experts under the supervision of 
the medical society might become a large 
factor in fostering medico-legal harmony. 


Let us carry on the good work started in 
these symposia. 
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MAJOR MEDICAL MEETINGS IN DELAWARE 


Standing Schedule 


Beebe Hospital General Staff 2nd Friday Monthly 
Delaware Hospital General Staff 2nd Tuesday Feb., May, Sept., Dec. 
Kent General Hospital General Staff 3rd Tuesday Monthly 
Memorial Hospital General Staff 2nd Tuesday Jan., March, June, Oct. 
(Wilmington) 
Milford Memorial Hospital General Staff 2nd and last Tuesdays Monthly 
Nanticoke Memorial Hospital General Staff lst Thursday Monthly 
St. Francis Hospital General Staff 4th Tuesday March, May, Oct. 
Ist Tuesday December 
Wilmington General Hospital General Staff 4th Tuesday Jan., April, Sept., Nov. 
Kent County Medical Society Monthly Meeting 3rd Tuesday September - June 
New Castle County Medical Monthly Meeting 3rd Tuesday September - June 
Society 
Sussex County Medical Society Monthly Meeting 2nd Thursday September - June 
Delaware Academy of Monthly Meeting Ist Tuesday September - June 
General Practice 
Delaware Pathology Society Weekly Meeting Each Friday 


Spectal Schedule 


Medical Society of Delaware Seminar on Obstetrics — ~ eens March 25, 1959 
ospita 

Medical Society of Delaware Annual Meeting Academy of Medicine October 14-15, 1959 

American Medical Association Annual Meeting Atlantic City, N. J. June 8-12, 1959 

Delaware Academy of Symposium on Cancer Detec- A. I. du Pont Institute April 25, 1959 
General Practice tion and Treatment 

Delaware Academy of Annual Meeting Academy of Medicine December 5, 1959 
General Practice 

Delaware Academy of Medicine “Sarcoidosis” A. I. du Pont Institute March 9, 1959 

Delaware Academy of Medicine Building Dedication Academy of Medicine October 13, 1959 

Delaware Health Forum “Life Stress and Bodily P. S. du Pont School March 24, 1959 

Disease” 

Delaware Division, American Annual Meeting October 22, 1959 
Cancer Society 

Delaware Chapter, American Annual Meeting May 19, 1959 
Heart Association 

Mental Health Association Annual Meeting April 30, 1959 


of Delaware 


The Journal will be pleased to receive notice of major medical meetings in this area for inclusion in this schedule. 
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WOMAN’S AUXILIARY 


Your President attended the fifteenth 
annual conference for Presidents and Presi- 
dents-elect on October 6, 7, and 8 in Chi- 
cago. The three day meeting was inter- 
esting and covered all phases of auxiliary 
work. 


On the last day of our conference Mr. 
Frank Burrows Jr., Field Director of the 
Citizen’s Traffic Board lectured on safety 
and illustrated his talk with magic tricks. 
I would like to review a few of the high- 
lights of his lecture. Mr. Burrows pointed 
out that a driver should yield the right of 
way as he never has the right of way by 
law. He also cautioned that when driving 
60 miles an hour that it takes 88 feet to 
stop your car. He told us to prepare to 
stop when we see a yellow light and cross 
the street when and where we should. Us- 
ing the contents of a Safety Six Pack as 
illustrations, Mr. Burrows declared: 


1. A grain of corn— Safety is not corny. 
Put this grain in your coin purse to re- 
mind yourself to perform an act of 
courtesy in driving. 


A candy sucker— This represents the 
problems of safety. All of us need to 
lick them. Use your tongue. 


A piece of string— Tie this on your fin- 
ger to remember to string along with 
safety programs. 


4. A rubber band— Put this around your 
purse to remind you that we all have to 
stretch our efforts to encompass the 
safety programs. 


Safety pin— What is it? A mechanical 
guard. Keep your car in safe working 
order. Keep your guard up. 


Band Aid— Put this on the back of 
your hand. When you drive remember 
the things I have said. 


Mrs. Robert Wright, our State Safety 
Chairman has submitted the following re- 
port. 


“The safety program for Delaware this 
year has made a slow start but finally the 
wheels are turning. National headquarters 
has suggested three types of safety pro- 
grams to follow: Highway, Child and Farm 
and Home. The county chairmen have 
been requested to pick one of the three and 
work on that as their goal. Although it is 
too early for reports, your State Chairman 
is certain that the work at the county level 
will be done effectively and accomplish its 
purpose of making each community in the 
State of Delaware more safety conscious.”’ 


Mrs. Hewitt W. Smith, President, 
The Woman’s Auxiliary to the 
Medical Society of Delaware. 
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* ompared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 


Underweight —‘Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. .. . Excellent progress and weight gain for a 
very immature infant.” 


DELAWARE STATE MEDICAL JOURNAL 


IN DEBILITATING DISEASE 


Patients receiving 


ILEVAR 


Eat more... 
Feel better... 
Recover faster 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. ... More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn—“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg., ampuls of 
25 mg. (1 cc.) and Nilevar Drops of 0.25 mg. per drop. 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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NOW—YOU CAN GET THE 
UNSURPASSED ADVANTAGES 
OF ARISTOCORT 

IN SALICYLATE 
COMBINATION 


Aristogesic combines the anti-inflammatory effects of Aristocort® Triamcinolone 
with the analgesic acuon of a most potent salicylate. This means that the dosage 
of each 1s substantially lower than that ordinarily required for each agent alone. 
With Aristogesic the physician has exceptionally wide latitude in adjusting the 


dosage to the lowest effective level. 


The possibility of gastric distress from either salicylamide or corticosteroid 1s 


minimized because of lower dosage required. This is further reduced by the 
buffer action of alummum hydroxide. And the ascorbic acid helps meet the 
mereased need for this vitamin in stress conditions. Because of the low dosage, 
side effects with Aristogesic have been relatively infrequent and minor in nature. 
However, more serious side effects have traditionally been observed on all 
corticosteroid therapy. Patients on long-term Aristogesic therapy should, 


therefore, be observed carefully. 
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Steroid—Analgesic Compound LEDERLE 


for relief of chronic—but less severe pain of rheumatic origin 


Indications: Mild cases of 
rheumatoid arthritis, tenosynovitis, 
synovitis, bursitis, mild spondylitis, 
myositis, fibrositis, neuritis and 
certain muscular strains. 


Dosage: Average initial cdlosage: 
2 capsules 3 or 4 times daily. 
Maintenance dosage to be 
adjusted according to response. 


Each Aristogesic Capsule contains: 
AkISTOCORT™ Triamcinolone 


0.5 mg. 
Salicylamide . . . . 325 mg. 
Aluminum Hydroxide . . 75 mg. 
Ascorbic Acid . . . . 20 mg. 


Supply: Bottles of 100. 


FTRAOL MARK 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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diagnosis: hypertension, moderate to severe 


prescribed: RATA prote’ 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


es 


lowering af -blodd pressure is imperative 


WRaywolfia Serpentina’s gradual tranquilizing and pro- 
longéd hypotensive effect combines with faster-acting, 
more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
and without deranging those mechanisms which control 
blood distribution and which normally prevent postural 
hypotension. 

Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with a minimum 
of side effects. 


- in bottles of 100 and 1000 tablets. each containing 50 mg. Rauwolfia 
Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


(aus) THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS *Trade Mark 
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DIURIL, WITH RESERPINE 


more hypertensives can be better controlled 
with DIUPRES than with any other agent 
... with greater simplicity and convenience 
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a logical alliance of two antihypertensives 
you know and trust provides 


increased effectiveness, decreased side effects 


otentiated effect 
DIUPRES produces an effect greater than either DIURIL or reserpine alone. It is effective 
in many patients who respond inadequately or not at all to either DIURIL or reserpine. 


Average antihypertensive effect _ Average antihypertensive effect 
of rauwolfia and rauwolfia+DIURIL —s of reserpine and DIURIL+reserpine 
in 25 patients’ in 7 patients’ 


after 3 weeks 12 weeks control: reserpine: DIURIL 
6 months after after (12.3% + reserpine: 
rauwolfia adding adding reduction) (26.2% 
therapy DIURIL DIURIL reduction) 
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DIURIL, WITH RESERPINE 


effective therapy for most patients 
DIUPRES by itself usually provides effective therapy for a 
majority of patients with mild or moderate hypertension, 
and even for many patients with severe hypertension. 
Many patients now treated with other agents which fre- 
quently cause distressing side effects can be adequately 
managed with well tolerated DIUPREs. 


provides basic therapy 


Should other drugs need to be added to DIUPREs, they can 
be given in much lower than usual dosage so that their 
side effects are often strikingly reduced. 


rapid onset of effect 


The antihypertensive action of DIUPREs is rapidly evident. 
(Considerable time may elapse before the antihyperten- 
sive effect of reserpine alone is observed. ) 


fewer and less severe side effects 


DIUPRES may be expected to cause fewer and less severe 
side effects than are encountered with other antihyper- 
tensive therapy. (Since DIURIL and reserpine potentiate 
each other, the required dosage of each is usually less 
when given together as DIUPRES than when given alone. 
Such reduction in dosage makes side effects less likely 
to occur.) 


often obviates weight gain 


DIUPRES minimizes the problem of weight gain seen with 
reserpine (reserpine alone has been reported to produce 
weight gain in 50 per cent of patients).'-* 


virtually eliminates fluid retention 


DIUPRES is not likely to cause either clinical or subclinical 
retention of sodium and water. (Hypotensive drugs, par- 


ticularly rauwolfia® and hydralazine,® may cause fluid 
retention. Even when such retention is subclinical, their 
antihypertensive effectiveness is diminished.®) 


diet more palatable 


With DIUPRES, there is less need for rigid restriction of 
dietary salt, which patients find so burdensome. 
“It may well be that the drug [DIURIL] produces 
the benefits of a markedly restricted low sodium 
diet but without its hardships.” * 


subjective and objective improvement 


DIUPRES allays anxiety and tension, thus reducing the 
emotional component of hypertension. Organic changes 
of hypertension may be arrested and reversed. Headache, 
dizziness, palpitations and tachycardia are usually 
promptly relieved by piuPpRES. When the anginal syn- 
drome accompanies hypertension, the administration of 
DIUPRES may also cause diminution or even disappear- 
ance of this syndrome concurrent with control of the 
hypertension. 


convenient, controlled dosage 


Instead of two separate prescriptions, you write one pre- 
scription ... the patient takes one tablet, rather than two 
different tablets . .. and the dosage schedule is easier for 
the patient to remember and follow. 

“patients have fewer lapses and make fewer mis- 
takes in dosage, the simpler the regimen can be 
made. Therefore I do not hesitate to use more 
than one medicament combined in one tablet, 
provided this gives approximately the correct 
dosage of 


economical 


DIUPRES will cost the patient less than if he were given 
two separate prescriptions for its components. 
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Indications: 
DIUPRES is indicated in hypertension of all degrees of 
severity. It can be used in the following ways: 


as total therapy 
as primary therapy, adding other drugs if necessary 


as replacement or adjunctive therapy in patients 
now treated with other agents 


Precautions: 

The precautions normally observed with DIURIL or reserpine 
apply to piUPREsS. Additional information on DIUPRES is 
available to physicians on request. 


Recommended dosage range: 
DIUPRES-500—one tablet one to three times a day. 
DIUPRES-250—one tablet one to four times a day. 
If necessary, other agents may be added. 
If the patient is receiving ganglion blocking agents 
or hydralazine, their dosage should be cut 
by 50 per cent when DIUuPREs is added. 


DIUPRES-500 


500 mg. piuRIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


DIUPRES-250 


250 mg. DIURIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


the first “wide range” antihypertensive 


DIURIL, WITH RESERPINE 


1. Rochelle, J. B., III, Bullock, A. C., and Ford, R. V.: Potentiation of antihypertensive therapy by use 
of chlorothiazide, J.A.M.A. 168:410, Sept. 27, 1958. 2. Freis, E. D., Wanko, A., Wilson, I. M., and Parrish, 
A. E.: Treatment of essential hypertension with chlorothiazide (Diuril), J.A.M.A. 166:137, Jan. 11, 1958. 
3. Freis, E. D.: Treatment of hypertension. (Presented at the Annual Meeting of Southern Medical Asso- 
ciation, Nov. 13, 1957.) 4. Moyer, J. H., Dennis, E., and Ford, R.: Drug therapy (Rauwolfia) of hyper- 
tension, A.M.A. Arch. Int. Med. 96:530, Oct. 1955. 5. Perera, G. A.: Edema and congestive failure related 
to administration of rauwolfia serpentina, J.A.M.A. 159:439, Oct. 1, 1955. 6. Wilkins, R. W.: Precautions 
in use of antihypertensive drugs, including chlorothiazide, J.A.M.A. 167:801, June 14, 1958. 


‘1s]s MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


*DIUPRES and DIURIL (chliorothiazide) are trademarks of Merck & Co., inc 
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ER CONTROL 


all day 7 


NEW 


oxyphencyclimine hydrochioride 


patient comfort 


Natural Prolonged Action—The action of DARICON, a more potent and better tolerated anticholinergic, is 
consistently prolonged because it has a unique chemical structure and is not dependent on “mechanical” 
means (e.g., special coating, adsorption on ion-exchange resin). 
In addition to peptic ulcer, DARICON is also indicated for other gastrointestinal disorders characterized by 
hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome, chronic nonspecific ulcerative 
colitis and biliary tract disease). 
Dosage: 10 mg. b.i.d. (morning and evening), Supply: Tablets, 10 mg., white, scored. Bottles of 60 and 500. 
* Trademark 
Science for the world’s well-being 


EVEN REFRACTORY CASES RESPOND PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, N. Y. 
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PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 


BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 
Handsome Professional Appointment 
Book sent to you FREE upon request. 


PARKE 


Grstitational Sufpiplier 
f Foods 


COFFEE —‘TEAS 
SPICES CANNED FOODS 


FLAVORING EXTRACTS 


ACCELERATE THE 


RECOVERY 
PROCESS WITH L. H. Parke Company 


STREPTOKINASE-STREPT ODORNASE 
*Reqg U.S. Pat. Off 


“LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 
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more than tetracycline alone 


BOTH ARE OFTEN NEEDED WHEN 
BACTERIAL INFECTION OCCURS 


MYSTECLIN-V 


SQUIBB TETRACYCLINE PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) 


Capsules (250 mg./ 250,000 u), bottles of 16 and 100. 
Half-strength Capsules (125 mg./ 125,000 u), bottles of 16 and 100. 
Suspension (125 mg./ 125,000 u per 5 cc.), 2 oz. bottles. 
Pediatric Drops (100 mg./ 100,000 u per cc.), 10 cc. dropper bottles. 


SQUIBB 


MYSTECLIN-V CONTAINS 
TETRACYCLINE PHOSPHATE 
COMPLEX FOR A DIRECT 
ATTACK ON 
THE PRIMARY 
INFECTION 


Mysteclin-V strikes 

directly at all tet- 

racycline sensitive organisms — most 
pathogenic bacteria, certain large virus- 
es, Endamoeba histolytica. It provides 
all benefits of tetracycline in the effec- 
tive phosphate complex form.! Patient 
response is rapid because initial high 
peak blood serum levels may be main- 


tained easily at the ) antibacterial attack 


level until the infection is conquered. 


MYSTECLIN-V 
CONTAINS 
MYCOSTATIN 
FOR A SPECIFIC DEFENSE 
AGAINST SECONDARY MON- 
ILIAL SUPERINFECTION 


Mysteclin-V protects patients against 
antibiotic induced intestinal moniliasis 
and its complications, 
including vaginal and 
anogenital moniliasis. 
This protection is pro- 
vided by Mycostatin, 
the antifungal antibi- 
otic, with specific ac- 
tion against Candida 
(Monilia) albicans.2 


References: 1. Crunk, G. A. ; Naumann, D. E., and Casson, K. : Antibiotics 


Squibb Quality—the Priceless Ingredient 


ano smyCOSTATIN’ APE SOU 


TRADEMARKS 


Annual 1957-1958, New York, Medical Encyclopedia Inc 
2. Newcomer. V. D.; Wright, E. T., and Sternberg, T. 
1954-1955, New York, Medical Encyclopedia inc., 1955, p. 686 


1958, p. 397 
Antibiotics Annus 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX°* 


(brand of hydroxyzine) 


MARCH, 


WORKING ADULTS 
“ability to decide correctly rive Car, or operate 
has increased, while the machin 


Hogical response to anxiety 


ATARAX is “effective in 
controlling tension and 
anxiety.... its safe makes 


“ATARAX appeared to reduce an excellent drug for 


improve sieep patterns and 
_ make the child more amenable 
_ to the development of new 


1959 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAG 


For childhood 10 mg. 3-6 years, one tablet t.i.d. 
behavior disorders tablets over 6 years, two tablets t.i.d. 
Syrup 3-6 years, one tsp. t.i.d. 

over 6 years, two tsp. t.i.d. 


For adult tension 25 mg. one tablet q.i.d. 
and anxiety tablets 
Syrup one tbsp. q.i.d. 


For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets 


For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- ¢ 
and emotional Solution cularly, 3-4 times daily, at 
emergencies 4-hour intervals. Dosage for 

children under 12 not 
established. 


ATARAX 


ES 


Supplied: Tablets, bottles 
° of 100. Syrup, pint bottles. 

Parenteral Solution, 10 cc. 
multiple-dose vials. 


e References: 1. Smigel, J. O., 
$ et al.: J. Am. Ger. Soc., 
e in press. 2. Freedman, A. M.: 
4 Pediat. Clin. North America 
* 5:573 (Aug.) 1958. 3. Ayd, F. J., 
e Jr.: New York J. Med. 57:1742 
4 ay 15) 1957. 4. Menger, 

. C.: New York J. Med. 
58: 1684 (May 15) 1958. 
e 5. Coirault, M., et al.: Presse 
e méd. 64: 2239 (Dec. 26) 1956. 
6.Bayart, J.: Presented at 
the international of 
Pediatrics, Copenhagen, 
: Denmark, July 22-27, 1956. 


New York 17, N. Y. 


Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


= 
* 
‘ 
if 
° 
- 
The 
Re 
< 
Apis 
“hes 
‘ 
4 
| 


O 
= 
O 
O 
~ 
~ 


ABBOTT 
ANTIBIOTIC 


TRIAD 


: 
4 
fe 
4 
Ye 
“4 
3 
inte 
4 
a 
: 
3 
; 


against staph-, strep- and pneumococci 


After Millions of Prescriptions 
An Unparalleled Satety Record 


©1959, ABBOTT LABORATORIES 
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Provides fast, high blood and tissue concentrations— Because EryTHROcIN Stearate is rapidly 
absorbed, patients get therapeutic blood and tissue levels within 30 minutes—and effective concentra- 


tions for at least six hours. 


Supported by an unparalleled safety record— During all the years ERyTHROCIN has been prescribed, 
serious reactions have been practically nonexistent. Unlike penicillin, allergy is no problem. And, in 
contrast to “‘broad spectrum”? action, the normal intestinal flora is virtually unaltered with ERyTHROCIN 
therapy. And only recently, a well-known investigator said, ““Erythromycin is by far the least toxic of 
the commonly used antibiotics.!” 


Offers bactericidal action—Unlike broad-spectrum antibiotics, ERyTHROCIN is classed as a bac- 
tericidal agent. It offers lethal action against common coccic invaders—resulting in prompt clinical 


responses. 


Provides convenient dosage forms— Usual adult dose is 250 mg. four times daily. Children’s dosage 
is reduced in proportion to body weight. ERYTHROCIN comes in Filmtabs® (100 and 250 mg.), 
bottles of 25 and 100. Also, in oral suspension and for intramuscular and intravenous use. Obbott 


Ww. 
Fiimtab—Film-seaied tablets, Abbott; pat. 


applied for. 


an uncommon antibiotic 


for common infections : 


Foye 
fe 
4 
an 
a 4 
j 
“fe 
4 
nf 
% 
on 
1% 
ae 


DELAWARE STATE MEDICAL JOURNAL MARCH, 1959 


for those penicillin-sensitive organisms 


Hieher Blood Levels 


ytassium Penicillin V 
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COMPOCILLIN-VK Indications— Against all organisms sensitive to oral penicillin therapy. For 
prophylaxis and treatment of complications in viral conditions. As a prophylaxis in rheumatic fever 
and in rheumatic heart disease. 


COMPOCILLIN-VK Dosage— Depending on the severity of the infection, the usual adult dose is 125 
mg. to 250 mg. (200,000 to 400,000 units) every four to six hours. For children, dosage may be reduced 
in proportion to body weight. 

COMPOCILLIN-VK Supplied—In Filmtabs, 125 mg. (200,000 units), bottles of 50 and 100; 250 mg. 
(400,000 units), bottles of 25 and 100. For oral solution, CompociLLin-VK comes in 40-cc. and 80-cc. 
bottles. When reconstituted with water, each appealing (it’s a clear red solution) 

5-cc. teaspoonful represents 125 mg. (200,000 units) of potassium penicillin V. bGctt 


in easy-to-swaliow Filmtabs® 
in tasty, cherry-flavored Oral Solution 
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against serious and resistant coccal infect 


An im] ortant 


Lifesavine Antibiotic 
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The dramatic story of SPONTIN can never really begin to be told. 

In little more than a year, this potent antibiotic has compiled an incredible record for saving lives 
—and often, after all other therapy had failed. Majority of successes involved patients critically ill with 
staphylococcal infections—conditions that had resisted all other known antibiotic therapy. 

Meanwhile, careful attention to dosage recommendations has practically eliminated toxicity and 
side effects as serious obstacles to therapy. Also, recent improvements have been made in the manu- 
facture of SponTin; the drug is now made from pure crystals. 

So far, SPONTIN has proved to be a good answer, perhaps the best answer to the 
resistant staphylococcal problem—and of real value in other serious coccal infections. bbott 


4. Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 15, 16, 17, 1958. i 
5 
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& 


Crystallized 


Prepared from pure crystals 


Provides Outstanding Clinical Effectiveness Against Coccal 
infections, Including Resistant Staphylococci and Enterococci‘ 


Provides Bactericidal Action Against Coccal Infections’ 
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ECKERD’S 
DRUG STORES 


CHRONIC OMPLETE 


DRUG SERVICE 


BRONCHITIS FOR 


Of PHYSICIAN - PATIENT 
| BIOLOGICALS 


INFECTIOUS PHARMACEUTICALS 


HOSPITAL SUPPLIES 


» DERMATITIS? SURGICAL BELTS 


ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
513 Market Street 723 Market Street 
Fairfax 3002 Concord Pike 
Manor Park DuPont Highway 
Merchandise Mart Gov. Printz Bivd. 


Todays Health 


American Medical Association 


Good “Buy in 
Dublic Relations 


Place it in your reception room 


PU ELI SFO 


Today’s Health is published for 


ACCELERATE THE + eee the American Family by the 
RECOVERY —— American Medical Association, 535 


PROCESS WITH N. Dearborn St.—Chicago 10, Illinois 


STREPTOKINASESTREPTO r | ; Give your subscription order to a member of 
MP *Reo Pat on your local Medical Society Woman’s Auxiliary, 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, who can give you Special Reduced Rates. 
Pear! River, New York 
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Methocarbamol Robins U.S. Pat. No. 2770649 TABLETS 


Summary of six published clinical studies: Highly potent —and long acting.” 
ROBAXIN BENEFICIAL IN 92.4% OF ; 

SKELETAL MUSCLE SPASM CASES e Relatively free of adverse 

side effects."”**° 


PATIENTS 
Carpenter? “= © In ordinary dosage, does not reduce 


“pronounced” 
37 


Forsyth? muscle strength or reflex activity.’ 
good" 


Lewis * 25 REFERENCES: 1. Carpenter, E. B.: Southern M.J.51:627, 
O'Doherty & “excellent” 1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
Shields * 14 W. B.: California Med. 90:26, 1959. 4. O'Doherty, D. S., 
Park® and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 

J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
Plumb §  178:531, 1958. 


TOTALS 34 14 A.H. ROBINS CO., INC., Richmond 20, Virginia 
(78.0%) (14.4%) Ethical Pharmaceuticals of Merit since 1878 
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“It is concluded that 


the addition of 
buffering agents to 


acetylsalicylic acid in 


the concentrations used 
serves no Clinically 


detectable useful purpose’ 


'Sadove, Max S. and Schwartz, Lester: An Evalua- 
tion of Buffered Versus Nonbuffered Acetylsalicylic 
Acid, Postgraduate Medicine; 24:183, August, 1958. 


Nonbuffered Material Used—Bayer® Aspirin. 
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revent the 
elae of u.r.i. 
relieve the 
ptom complex 


algesic Compound Lederle 


Tonsillitis, otitis, adenitis, 
sinusitis, bronchitis or pneu- 
monitis develops as a serious 
bacterial complication in 
about one in eight cases of 
acute upper respiratory 
infection. To protect and 
relieve the “cold” patient... 
ACHROCIDIN. 


Usual dosage: 2 tablets or 
teaspoonfuls q.i.d. (equiv. 1 Gm. 
tetracycline). Each TABLET 
contains: ACHROMYCIN® Tetra- 
Gycline (125 mg.); phenacetin 
(120 mg.); caffeine (30 mg.); sali- 

(150 mg.); chlorothen 

meemrate (25 mg.). Also as SYRUP 
Hemon-lime flavored), caffeine- 

| free. 


Based on estimate by Van Volken- 
Burgh, V. A., and Frost, W. H.: 
Am. J. Hygiene 71:122 (Jan.) 1933. 


LEDERLE LABORATORIES, 

a Division of 

AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


. 
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ELECTIVE AND TRAUMATIC 
use 
XYLOCAINE® uci SOLUTION 


(brand of tidocaine*) 


as a local or topical anesthetic 2 


Xylocaine is routinely fast, profound and well tol- 
erated. Its extended duration insures greater ” |>eenee 
postoperative comfort for the patient. Its : 4 
potency and diffusibility render reinjec- 
tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting 
pain-free exploration and longer suturing time. 


+ warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 


SPAT. NO. 2.441.498 MADE INUS 


PATRONIZE RAIM’S DAIRIES 
Quality Dairy Products 


TH Kince 1900 


GOLDEN GUERNSEY MILK 


ADVERTISERS 


Wilmington, Del. Phone 6-8225 
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running noses 


and open stuffed noses orally 


with TRIAMINIC, the oral nasal decongestant 


® in nasal and paranasal congestion 


® in sinusitis 


* in postnasal drip 


® in allergic reactions of the upper respiratory tract 


safer and more effective than topical medication 


Relief with Triaminic is 
prompt and prolonged 
because of this special 
timed -release action... 
beneficial effect starts in 
minutes, lasts for hours. 


* reaches all respiratory membranes systemically 


* avoids ‘‘nose drop addiction” 


* presents no problem of rebound congestion 


* provides longer-lasting relief 


firet—the outer layer 
dissolves within minutes 
to produce 3 to 4 hours 
of relief 


then — the Inner core 
disintegrates to give 3 
to 4 more hours of relief 


Each TRIAMINIC Tablet provides: 


Phenylpropanolamine HCl . 50 mg. 
Pheniramine maleate . 25 mg. 
Pyrilamine maleate 25 mg. 


One-half of this formula is in the outer 
layer, the other half is in the core. 


Dosage: One tablet in the morning, mid- 
afternoon and in the evening, if needed. 


Triaminic 


Also available: For the occasional patient who requires only half dosage: timed-release 
TRIAMINIC JuvELETS. Each Juvelet is equivalent to % of a Triaminic Tablet. 


For those patients who prefer liquid medication: TriamMinic Syrup. Each 5 ml. tsp. of 
this palatable syrup is equivalent to 4 of a Triaminic Tablet. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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1 Ladeez and gentlemen: 

learn all about new VITERRA PEDIATRIC, 
a good supplement 

in a great new package. 


4 2 First, \ 
see what happens when \ 
% you push the metered plunger. 
5 On your right, 
see the Metered-Flow Ui} Aha! 
bottle’s tight seal. — ~ ; , An exact 0.6 cc. 
No risk of comes out this spout. 
contamination. 2 . Never more, never less. 


\ 


4 And notice — 
no drip, no waste, 
no sticky bottle. 


VITERRA* PEDIATRIC 


each 0.6 cc. contains: 
MOR 6 Let's take a minute 


to admire the formula. 
A (synthetic) 5000 USP. Units 333% 
(Caiciferol) 1000 US P. Units 
B, (Thiamine 1 me 
B, (Riboflavin) 1 mg. 
8. (Pyridoxine) 1 me 
2(Cyanocobaiamin 1 mcg 
C (Ascorbic Acid) 50 mg 
Niacinamide 10 mg 
Panthenol 2 meg. 
in a d-sorbito! base for better vitaminB,. absorption 


t+Minimum daily requirement has not been estab- 
lished. 


DOSAGE: 0.6 cc. or as directed by physician. 


in 50 cc. bottles e 
___ no refrigeration needed 7 That means 
AY no hot-weather 8 Now for a farewell treat, a 
\w loss of potency. taste of delicious, orange-y 
VITERRA PEDIATRIC. How will 
you have it — in fruit juice? 
On cereal? Straight from the 

spoon? 


DIATRIC 


ALLOW 30 SECONDS BETWEEN DISPENSINGS 


Special note to doctors who took this tour: 


Problems of over- and under-dosage, spillage, spoilage 
or leakage disappear with VITERRA PEDIATRIC’S new 
Metered-Flow bottle. Why not consider these advan- 
tages when you recommend a vitamin supplement? 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the world’s well-being 
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REACHING FOR THOSE Reaching 98 


SHELF.. 


Before the day was 
over, | could 
hardly stoop to push 


er an-D en 


‘Salts of Dihydrohydroxycod inone and Homatropine, plus APC 


I called my 
doctor that night 
and picked up 
the tablets he 

LASTS LONGER — 6 sel or more. MORE 

THOROUGH RELIEF — permits uninterrupted sleep _ 

through the night. RARELY CONSTIPATES — excellent. 

_ for chronic or bedridden patients. VERSATILE _ ioge 


patient’ specific needs. Percopan-DemI 
_ Percopan formula with one-half the amount of salts of 


forming. Federal law aaa oral prescription. 


Each Percopan* Tablet contains 4 50 mg. 
dihydrohydroxycodeinone hydrochloride, 38 me. 
dih 


AND THE PAIN | 
WENT AWAY FAST 
Literature? Write 
oO ENDO LABORATORIES 
Richmond Hill 18, New York 


The pain went away 
fast—in just 15 minutes 
—and ! was back on 

the job the next 
morning! But not one 
9B customer came 

in the whole day! 
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GRAND OF CRYSTALLINE NOVOBIOCEN 
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| broad-spectrum 
| antibiotic 


Available forms: 

1, Panaiba Capsules, bottles of 16 and 100 
eapsules. Each capsuie contains: 

Panmycin phosphate (tetracycline phosphate 
compie) equivatent te tetracycline hydro- 
Albamycin {as novebiecin sodium)... 125 mg. 
2, Panaiba KM,tt Fliavered Granules, 60 cc. 
size bettie. When sufficient water is added te 
fill the bottle, each teaspoonful (5 cc.) con- 
tains: 

Panmycin (tetracycline) equivaient te tetra- 
cycline hydrechioride ............. 125 
Albamycin (as nevebiocin caicium). .62.5 mg. 
Potassium metaphesphate .........100 mg. 


Panaiba Capsules. Usuai adult dosage is 1 or 
2 capseuies 3 or 4 times @ day. 


PanaiBe KM Granuies 

for the treatment of moderately acute intfec- 
tiens in infants and children, the 
mended dosage is 1 teaspoonful per 15 te 
20 ths. of body weight per day, administered 
in 2 to 4 equal doses. Severe of projenged 
infections require higher doses. Gosage for 
aduits is 2 to 4 teaspoonfuls 3 or 4 times daily, 
depending on the type and severity of the in- 
fection 
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FRACTURED 
TIBIA? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDASE 


STREPTOKINASE-STREPTODORWASE LECERLE 
*Reqg U.S Pat. Off 


LEDERLE LADORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


MARCH, 1959 


JOHN G. MERKEL 
& SONS 


Physicians—Hospilab— 
tatoralor neatid 


PHONE OL 4-8818 


801 N. Union Street 


Wilmington, Delaware 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 
J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 


87 Years of Dependable Service 


Phone Wilmington OL 8-6471 


If it’s insurable we can insure it 
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DEXAMETHASONE 


treats more patients more effectively 
a new order of magnitude in corticosteroid effectiveness 
a new order of magnitude in margin of safety 


Striking clinical results with DECADRON are reportedt in 92 percent of 319 patients with 
dermatological disorders, including cases previously unresponsive or resistant to corticosteroids. 
There were no major complications, and even minor side effects occurred 

in less than eight percent of patients. 


Moreover, in many cases reactions induced by previous steroid therapy, such as edema, 
Cushingoid appearance, headache, vertigo, muscular weakness, depression, hirsutism, 
and glycosuria, disappeared during therapy with DECADRON. tAnalysis of clinical reports. 


Dosage: One 0.75 mg. tablet of DECADRON will usually replace one 4 mg. tablet of methylprednisolone or triamcinolone, 
one 5 mg. tablet of prednisone or prednisolone, one 20 mg. tablet of hydrocortisone, or one » 25 mg. tablet of cortisone. 
Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100 and 1000. 


©1958 Merck & Co., Inc. *DECADRON is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
QePonision OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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APPREHENSIVE sursicat and obstetrical patients 


respond well to 


VISTARIL 


hydroxyzine pamoate 


Outstanding safety 

establishes peaceful indifference to pre- 
operative preparation without serious 
hypotensive effects. 


Psychotherapeutic potency 

makes possible the maintenance of an 
adequate degree of narcosis with reduced 
doses of narcotics. 


relieves tension and controls emesis in 
both postoperative and postpartum 
patients. 


Recommended Oral Dose: up to 400 mg. daily in divided doses 
Recommended Parenteral Dose: 25-50 mg. (1f2 cc.) I.M. q.4 h., p.r.n. 


Supplied as: Vistaril Capsules—25 mg., 50 njg., 100 mg. 
Vistaril Parenteral Solution— 0 cc. vials and 2 cc. 
Steraject® Gartridges, each cc. ¢ontaining 25 mg. 
hydroxyzine (as the HCl) 


Science for the wort#e_well-being *Trademar 


PFIZER LABORATORIES Division, Chas. & Co., Inc., BxetKlyn 6, New York 
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AMES 


CLINICAL BRIEFS FOR MODERN PRACTICE 


Is there a relationship between 
premature impotence and diabetes? - 


Yes. The incidence of premature impotence was studied in 198 diabetic 
men,' and found to be two to five times higher than that reported for 
the general population.2 In many of the cases observed, impotence 
developed early in the history of the disease, suggesting that the possibility 
of diabetes mellitus be considered whenever a man complains of pre- 
mature impotence. 


(1) Rubin, A., and Babbott, D.: J.A.M.A. 168:498, (Oct. 4) 1958. (2) Kinsey, A. C.; 
Pomeroy, W. B., and Martin, C. E.: Sexual Behavior in the Human Male, Philadelphia, 
W. B. Saunders Company, 1948. 


FOR EVEN BETTER CONTROL OF THE 
MODERATE AND THE SEVERE DIABETIC 


Reagent Tablets 


rere tn, the STANDARDIZED urine-sugar test 
that provides reliable quantitative esti- 
Mations throughout the critical range. 


results that are easier to interpret 


The new CLINITEST Urine-Sugar Anal- 
ysis Set contains the standard color 
scale that provides a complete range of 
readings without omissions... includes 
the critical (++) and 1% 
(+ + +)...and an improved analysis 
record form. AMES 


COMPANY, INC 


Daily urine-sugar readings may be con- «indore 
“nected to form a clinically useful graph ug 
 ...a day-to-day “urine-sugar profile” f, 

that reveals at a glance individual f.\ 


trends and degree of control. 
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*T.M Reg. U.S. Pat. Off. 


relief from the suffering and 
mental anguish of 


f) Smith Kline & French Laboratories 
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